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TO 
MY    FRIEND 

CHARLES  H.  MAYO,  M.  D., 

OF 

ROCHESTER,   MINN., 

WHOM  I  ADMIRE  AS  A  SURGICAL  ARTIST, 
I  DEDICATE  THIS  LITTLE  BOOK. 


HE  HAS  EYES  THAT  FEEL  AND  FINGERS  THAT  SEE. 
TEACHES  ALL  THAT  HE  HAS  LEARNED  IN.  THE 
ONLY  POSSIBLE  WAY  ONE  MAN  CAN  TEACH 
ANOTHER  — BY  LETTING  THE  OTHER 
SEE  HIM  WORK  ;    AND  HE 
WEARS  NO  CLOAK  ! 


PREFACE  TO  SECOND  EDITION. 

The  complete  exhaustion  of  a  large  first  edition 
demands  the  present  issue. 

Practically  all  that  particularly  relates  to  rules 
of  surgery  in  the  first  edition  is  retained  in  this. 
Some  parts  have  been  altered  or  rejected  to  suit 
our  changed  viewpoint,  and  all  have  been  rear- 
ranged. Several  new  chapters  have  been  added  be- 
cause of  additions  to  our  knowledge  in  surgery. 

The  book  is  intended  for  students,  general  prac- 
titioners, and  beginners  in  surgery.  I  am  not  per- 
suaded that  it  is  vastly  more  beneficial  to  learn  a 
fact  by  searching  for  it  in  a  volume  than  by  seeing  it 
in  a  line.  In  surgery  I  do  not  believe  it  best  to  let 
the  student  find  out ,  all  things  for  himself.  Six- 
teen years'  experience  as  a  teacher  convinces  me 
that  the  short  positive  assertion  is  the  most  im- 
pressive. 

Should  any  statement  herein  contained  require 
later  to  be  forgotten  or  unlearned,  I  ask  to  be  for- 
given and  beg  of  you  to  remember  that  "  there  are 
exceptions  to  most  rules. " 

"W.  F.  COUGHLIN. 

January  1,  1913. 


PREFACE  TO  FIRST  EDITION. 

In  this  guide  to  the  study  of  surgery,  short  space 
compels  me  to  deal  only  with  the  important  and  fre- 
quent occurrences,  and  not  with  rare  cases. 

Throughout  the  little  volume  will  be  found  philo- 
sophical causeries.  May  they  amuse  the  reader  if 
they  fail  to  convince  him.  If  I  may  guide  the 
student  and  keep  him  on  the  scientific  track,  I  shall 
be  content. 

Many  of  the  rules  are  taken  from  the  fine  selec- 
tion of  Golden  Eules  of  Surgery,  by  Hurry  Fenwick, 
F.  E.  C.  S.,  England.  I  have  altered  them  to  suit 
my  views  and  have  added  much  new  material. 
Eules  on  some  subjects,  for  instance  on  genito- 
urinary subjects,  are  quoted  unchanged  and  in  toto. 
I  desire  to  express  my  indebtedness  to  this  author. 
On  all  doubtful  or  new  matter,  I  give  my  views  based 
on  my  own  experience,  whether  differing  from  ac- 
cepted views  or  not. 

My  experience  of  thirty  years  has  been  inter- 
spersed by  frequent  visits  to  my  most  renowned 
colleagues,  both  in  this  country  arid  abroad.  My 
judgment  has  been  broadened  and  tempered  by 
these  annual  voyages,  and  still  I  am  often  in  error 
because  I  am  only  human. 

A.  C.  BEENAYS. 

St.  Louis,  Mo.,  April,  1906. 
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GOLDEN  RULES  OF  SURGERY 

CHAPTEE  I. 
GENERAL  CONSIDERATIONS. 

Surgery  is  a  jealous  mistress,  and  no  man  can 
hope  to  meet  with  success  and  attain  prominence 
therein  unless  he,  properly  prepared  and  trained, 
devote  his  whole  time  to  the  work. 

The  young  man  contemplating  the  study  of  med- 
icine or  surgery  today  should  be  the  holder  of  a 
degree  in  arts  from  a  good  university  before  taking 
up  his  medical  studies. 

A  medical  education  such  as  is  furnished  by  our 
best  university  medical  schools  should  next  be  ac- 
quired. 

No  one  should  be  granted  the  degree  of  Doctor  of 
Medicine  until  he  has  finished  a  year  as  interne  in 
a  large  hospital,  after  having  completed  his  course 
in  a  medical  school. 

For  those  wishing  to  practice  surgery,  additional 
qualification,  and  a  special  degree  as  a  mark  of  their 
special  qualification,  should  be  necessary,  and  this 
degree  should  be  obtainable  only  by  examination. 
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The  examiners  conducting  such  examinations 
should  be  named  by  the  State  or  National  Surgical 
Association,  and  should  be  men  who  are  actively 
engaged  in  the  practice  and  teaching  of  surgery  in 
the  best  university  medical  schools. 

No  examiner  should  be  permitted  to  question  or 
grade  a  candidate  from  his  own  school. 

At  least  three  examiners  in  each  subject  should 
examine  and  grade  each  candidate,  and  the  average 
should  be  taken. 

Examinations  should  be  partly  written  and  partly 
oral  and  practical. 

Anyone  wishing  to  practice  any  of  the  specialties 
of  surgery  shguld  be  required  to  first  qualify  as  a 
general  surgeon. 

No  one  is  fitted  for  the  practice  of  surgery  unless 
he  have: 

1.  A  special  knowledge  of  anatomy,  including  em- 
bryology and  histology. 

2.  A  special  knowledge  of  physiology  and  physi- 
ological chemistry. 

3.  A  special  knowledge  of  pathology — microscopic 
and  macroscopic  (clinical). 

4.  A  wide  clinical  experience  in  general  medicine. 

5.  Sound  judgment,  sang-froid,  and  some  natural 
mechanical  ability. 

It  is  not  uncommon  to  hear  some  surgeons  ( f ) 
boast  that  they  know  nothing  of  diagnosis,  that 
they  are  surgeons.  This  is  said  (sometimes  it  is 
partly  true)  to  flatter  the  medical  colleague. 
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It  is  expected  that  our  medical  colleague  will 
know  more  of  things  medical  than  we  do,  but  there 
is  no  need  to  shirk  our  duties;  and  it  is  a  surgeon's 
duty  to  know  surgical  diagnosis  especially  well.  He 
will  not  always  have  expert  medical  aid  at  his  call 
— no  diagnostician,  no  surgeon. 

ASEPSIS  AND  REST. 

Asepsis  is  the  first  essential  condition  of  success- 
ful surgery;  the  second  is  rest. 

There  are  two  kinds  of  rest,  mechanical  and 
physiological. 

Without  asepsis  there  can  be  no  complete  physi- 
ological rest. 

The  securing  of  mechanical  rest  depends  on  the 
skill,  ingenuity,  and  experience  of  the  surgeon. 

Physiological  rest  can  be  secured  only  by  me- 
chanical rest  plus  the  exclusion  of  pathogenic  bac- 
teria from  the  wounded  tissues — this  we  aim  to 
accomplish  by  aseptic  technic,  and  gentleness  and 
care  in  handling  tissues  at  operation. 

Mechanical  unrest  can  cause  pain  and  a  slight  rise 
in  temperature  and  predispose  to  physiological  un- 
rest; for  example,  improper  reduction  and  fixation 
of  a  simple  fracture  cause  pain  and  fever,  and  the 
increased  insults,  by  movement  of  the  bones,  to  the 
already  injured  tissues  favor  the  development  of 
any  pathogenic  bacteria  that  may  happen  to  be- 
come arrested  here  while  traveling  in  the  blood- 
stream. 
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There  is  pain  until  both  kinds  of  rest  are  given  to 
the  injured  parts. 

In  a  carbuncle  or  abscess  there  is  pain  because 
of  physiological  unrest — the  unrest  caused  by  the 
response  of  the  body-cells  to  the  injury  being  done 
by  the  bacterial  toxins.  This  unrest  will  continue, 
and  therefore  the  pain  will  continue  until  exit  is 
afforded  for  the  products  engendered  by  the  bac- 
terial invasion.  We  thus  see  that  the  surgeon's 
knife  may  be  a  means  of  giving  rest. 

Eemember  that,  whenever  such  a  part  of  the  body 
is  injured  that  increased  motion  would  tend  to  make 
matters  worse,  Nature  tries  to  put  the  part  at  rest 
—for  example,  the  intestine  in  wounds  of  the  same, 
joints  after  injuries.  Try  to  take  your  cue  from 
Nature,  and  aid  her. 

Keep  in  your  mind  the  value  of  rest  as  a  means 
of  relieving  pain — read  Hilton's  "Rest  and  Pain." 

Rest  secured  by  means  of  poison  injected  into  the 
human  organism  is  apt  to  do  more  harm  than  good. 
I  am  convinced  that  the  administration  of  such 
drugs  as  belladonna,  cocain,  morphin,  strychnin, 
veratrum,  digitalis,  and  other  poisons  by  even  our 
most  highly  educated  physicians  is  wrong.  I  am 
convinced  that  the  physician  who  uses  these  drugs 
upon  his  patients  overestimates  his  own  knowledge 
of  the  action  of  drugs,  and  nearly  always  has  been 
misguided  by  his  blind  trust  in  textbooks  on  materia 
medica.  I  wish  to  go  on  record  as  being  opposed 
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to  the  general  use  of  drugs  in  the  treatment  of  dis- 
ease.— B.1 

STUDY. 

Study  your  pathology — no  pathologist,  no  sur- 
geon. To  know  each  form  of  tumor  in  microscopic 
section  is  part  of  pathology,  but  its  macroscopic  ap- 
pearance is  more  important  to  you.  To  know  both 
the  microscopic  and  macroscopic  appearances  of  a 
tumor  without  knowing  its  life  history,  its  habits, 
its  methods  of  growth  and  spread,  and  its  effects  as 
clinical  manifestations  will  render  you  more  orna- 
mental perhaps,  but  can  never  be  of  practical  benefit 
to  your  patient. 

Study  your  pathology  beside  the  operating-table 
while  someone  who  knows  it  is  operating.  Study 
your  pathology  in  the  deadhouse,  and  study  it  in  the 
laboratory. 

The  reason  why  some  American  surgeons  excel 
European  surgeons  is  because  most  of  our  knowl- 
edge is  derived  from  actual  observation  at  the 
operating-table,  while  the  European  bases  his  knowl- 
edge and  judgment  largely  on  autopsies. 

Attendance  at  autopsies  is  of  very  great  benefit, 
but  there  would  not  be  so  much  to  learn  at  autopsies 
if  students  studied  their  pathology  at  the  operating- 
table — autopsies  v\^ould  be  fewer  in  number. 

1  The  letters  B  and  C  are  used  where  it  has  seemed  needful  to  saddle  re- 
sponsibility for  the  statements  made.  B,  abbreviating  Bernays  and  G 
abbreviating  Coughlin,  the  author. 
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One  reason  why  so  much  poor  surgery  is  done  in 
America  is  that,  in  spite  of  the  fact  that  the  technic 
is  excellent,  the  surgeon's  knowledge  of  pathology 
(and  therefore  the  treatment)  is  very  poor. 

Therefore  never  miss  an  opportunity  to  witness 
an  operation,  and  always  examine  the  diseased  tis- 
sues. 

Visiting  Surgeons. — American  surgeons  have  the 
good  habit  of  traveling  about  from  place  to  place 
' '  to  watch  the  other  fellow  do  it. ' '  This  is  laudable 
and  to  be  encouraged.  Do  not  close  your  operating- 
room  doors.  You  will  not  do  so  anyway  if  you  are 
proud  of  your  work. 

It  is  often  urged  that  "each,  onlooker  adds  to  the 
risk  of  the  patient" — arrant  nonsense!  Each  addi- 
tional assistant  increases  the  risk,  but  quiet,  gowned 
onlookers — bosh!  The  surgeons  who  get  the  best 
results  have  the  most  onlookers,  other  things  being 
equal,  and  those  who  have  few  visitors  -have  the  most 
assistants. 

Do  not  forget  that  when  you  visit  clinics  it  will 
do  your  patients  more  good  if  you  try  to  learn  as 
much  about  the  pathology  and  diagnosis  of  the  cases 
seen,  than  if  you  learn  about  the  surgeon's  manner 
of  pinning  towels  and  tying  knots,  etc. 

The  day  will  come  when  American  surgeons  will 
take  as  much  delight  in  calling  attention  to  points 
in  diagnosis  and  pathology  as  they  do'  now  in  show- 
ing a  new  stitch. 
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PRACTICE. 

Let  it  be  your  custom  from  the  outset  of  your 
career  to  make  a  complete  physical  examination  of 
every  new  patient  who  consults  you  and  to  keep  a 
record  of  your  findings. 

Positively  refuse  to  prescribe  for  a  stranger  with- 
out a  physical  examination. 

There  should  be  a  difference  in  price  paid  com- 
mensurate with  the  difference  in  the  work  done  and 
the  skill  required,  and  the  sooner  the  laity  know  this 
the  better  for  them  and  us. 

Keep  good  records  of  all  cases :  the  physical  find- 
ings and  history  at  first  visit ;  the  operative  findings 
and  postoperative  course  after  operations.  And 
never  prescribe  even  a  dietary  without  recording  it 
at  the  time. 

Beware  of  diagnosing  diseases  of  which  you  have 
recently  read  or  heard,  or  of  which  you  have  lately 
seen  a  case. 

Do  not  forget  that  old  persons,  drunkards,  Chil- 
dren, and  jaundiced  patients  bear  loss  of  blood  badly. 

Old  persons  do  not  thrive  if  kept  in  bed  too  long. 

No  patient  can  be  expected  to  do  well  if  kept  too 
long  in  one  position. 

If  you  are  going  to  use  your  hands  to  do  clean 
surgery  adopt  the  rule  of  never  putting  them  where 
their  skin  may  be  brought  in  contact  with  infectious 
material. 
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Never  use  a  hand,  a  finger,  or  an  instrument  on  a 
conscious  patient  without  letting  the  patient  see  you 
wash  it  just  before  and  just  after  using. 

Beware  of  prescribing  morphin  on  slight  provo- 
cation, and  never  tell  the  patient  that  you  are  giving 
morphin  or  other  opiate.  It  is  a  fact  to  make  us 
blush  that  at  least  seven  out  of  ten  morphin  fiends 
say  that  they  were  first  made  so  by  their  physi- 
cian. 

Never  forget  that  morphin  is  very  likely  to  make 
the  symptoms  appear  relieved  while  the  disease 
grows  worse.  And  remember  that  every  time  you 
use  the  hypodermic  syringe  the- patient  thinks  you 
are  giving  morphin. 

Do  not  talk  much,  and  be  careful  not  to  express 
an  opinion  until  it  is  asked  for;  this  is  especially 
good  in  regard  to  making  a  prognosis. 

It  is  not  well  to  talk  medicine  and  surgery  with 
the  laity  except  in  so  far  as  to  educate  them  in  mat- 
ters of  right  living.  We  must  teach  them,  as  well 
as  we  are  able,  how  to  avoid  disease.  It  is  said  that 
we  should  not  talk  medicine  to  the  laity  because  our 
opinions  differ  so.  As  a  rule,  our  opinions  coincide 
pretty  well  as  long  as  we  confine  ourselves  to  the 
realms  of  truth.  We  should  teach  both  cause  and 
cure. 

Never  boast  of  what  you've  done.  The  nurses, 
hospital  attendants,  and  the  patient's  friends  will 
let  the  truth  be  known — slowly,  but  it  comes  out 
right  in  time. 
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You  should  be  a  member  of  your  local  and  state 
organization,  and  take  an  active  part  therein.  How- 
ever, do  not  be  perniciously  active,  and  never — never 
seek  an  office. 

There  should  be  a  local  surgical  society  to  be  com- 
posed of  all  the  local  men  of  real  worth  in  that  pro- 
fession— a  society  for  scientific  and  never  for  social 
achievement,  none  admitted  except  after  proved 
merit.  Be  sure  that  you  do  not  affiliate  yourself 
with  a  social  surgical  (?)  society. 

Be  very  careful  in  making  a  diagnosis  of  malinger- 
ing, and  always  fear  that  an  unconscious  "  drunk " 
may  have  a  fractured  skull. 

Think  of  how  poorly  you  feel  the  day  you  are 
well  purged.  Then  why  do  you  wish  to  make  a 
patient  feel  so  poorly  the  same  day  that  you  are 
going  to  subject  him  to  the  severer  strain  of  opera- 
tion? You  would  lower  his  resistance,  and  then 
operate?  "Que  le  bon  Dieu  le  protege!" 

In  the  weak  and  broken-down  avoid  cathartics, 
fasting,  and  loss  of  blood. 

Give  patients  plenty  of  water;  they  may  not  be 
able  to  take  it  by  mouth,  but  give  plenty  of  water. 

Be  on  the  watch  for  delirium  tremens  after  acci- 
dents and  operations.  Don't  suddenly  deprive  the 
habitual  drinker  of  his  daily  allowance;  preferably 
increase  it. 

Be  careful  of  opium  in  delirium  tremens  when  the 
pupils  are  contracted. 

You  must  never  make  a  per  vaginam  examination 
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without  the  consent  of  patient  or  without  the  pres- 
ence of  a  reliable  third  person. 

When  you  are  sent  to  examine  a  prisoner  you 
should  warn  him  (or  her)  that  the  results  of  your 
examination  are  to  be  used  as  evidence. 

Kemember  the  difference  between  a  case  and  a 
patient,  and  be  sure  to  treat  the  patient  as  well  as 
the  disease. 

Do  not  forget  that  in  all  organic  lesions  of  any 
part  of  the  body  which  the  patient  himself  can  see 
or  feel  there  is  a  psychic  element,  and  that  this  fea- 
ture of  the  case  may  require  treatment.  If,  for  any 
reason,  the  radical  cure  of  a  condition  is  not  feasible, 
much  may  be.  done  by  suggestion  and  persuasion  by 
a  clever  physician.  In  many  cases  a  change  of  en- 
vironment, voyage,  a  trip  or  a  visit,  a  month  or  so 
in  a  sanitarium,  with  gymnastics,  massage,  electric- 
ity, or  baths,  etc.,  will  work  wonders. 

Be  brave  enough  to  accept  all  the  responsibilities' 
which  may  come.  If  there  be  the  slightest  chance  of 
success,  the  patient  must  be  given  the  chance,  no 
matter  how  your  reputation  may  suffer.  Our 
reputation  often  suffers  needlessly  because  opera- 
tion is  granted  when  no  possible  chance  of  success 
exists. 

Under  the  protecting  cegis  of  antisepsis  and 
asepsis  fools  rush  in  with  seeming  impunity — but 
only  with  seeming  impunity — and  operate  where  ex- 
perience-ripened sages  would  hesitate. 

Those  institutions  whose  work  is  followed  con- 
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stantly  by  a  high  mortality  never  last  very  long. 
Such  institutes  very  soon  go  into  liquidation;  bad 
surgeons  lose  their  practice  or  retire  to  some  less 
strenuous  department  of  -medicine  or  withdraw  from 
the  profession  entirely.2  The  fact  is  that  surgery, 
unless  successful,  loses  its  charm,  and  unsuccessful 
operators  abandon  the  field  for  the  relief  of  their 
own  conscience,  which  will  not  be  quiet  until  they 
have  either  improved  their  surgical  methods,  or,  fail- 
ing in  that,  have  given  up  the  practice  of  surgery. 
There  is  a  vestige  of  truth  in  the  old  saying  that 
surgeons  are  born,  not  made — those  that  are  born 
with  the  proper  instincts  last  longest,  while  those 
that  come  into  the  fold  at  the  eleventh  hour  rarely 
seem  to  grow  warm  and  enthusiastic  in  the  work. 
Those  also  who  enter  the  profession  with  an  eye 
to  the  main  chance,  whose  first  object  is  to  make 
money  out  of  surgery,  seem  to  be  easily  diverted 
into  other  lines  of  work  and  are  not  usually  among 
the  most  successful.  An  enthusiasm  which  will  lead 
the  young  surgeon  to  perform  the  most  difficult  and 
dangerous  operations  free  of  charge  seems  essential 
in  the  character  that  goes  to  make  a  great  surgeon. 
Another  thing  that  seems  to  characterize  all  great 
and  good  surgeons  is  their  delight  in  teaching  young 
men  the  art  of  surgery  so  that  they  may  leave  be- 
hind a  number  of  pupils  or  assistants  to  whom  they 

2  A  very  salutary  effect  is  exercised  on  bad  or  unsuccessful  operators  and 
their  hospitals  by  the  nurses  and  hospital  employees.  These  latter  soon 
notice  an  abnormally  high  mortality  following  the  work  of  some  men  as  com- 
pared to  that  of  others,  and  this  truth  will  come  out. 
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can  point  with  satisfaction  as  to  their  spiritual 
progeny. 

If  this  should  lead,  as  it  sometimes  does,  notably 
in  the  cases  of  v.  Langenbeck  and  Billroth,  to  a  gen- 
eral recognition  of  their  pupils  as  the  leading  sur- 
geons of  their  generation,  the  ambition  and  the 
glory  of  such  teachers  of  surgery  will  have  reached 
the  summit. 

There  is  great  danger  of  overlooking  the  human 
or  philanthropic  side  of  a  case  in  the  enthusiasm 
which  scientific  research  arouses  in  a  student  of 
biology.  This  science,  being  the  basis  of  modern 
medicine,  is  so  interesting  and  such  an  enticing  field 
for  research  that  to  an  intense  worker  a  case  may 
appear  to  be  merely  an  object  upon  which  to  make 
scientific  observations.  Beware  of  this  error,  and 
remember  that  there  is  but  one  object  in  the  practice 
of  medicine,  and  that  is:  to  make  the  patient  well, 
to  cure  his  ills. 

The  scientific  study  and  diagnosis  of  a  case  is  one 
thing,  the  treatment  is  another.  Both  functions  are 
demanded  of  a  surgeon,  and  the  ability  to  fulfill  both 
well  combined  in  one.  man  has  made  great  masters 
in  our  profession.  It  is  not  to  be  understood,  how- 
ever, that  all  scientific  requirements  be  exacted  from 
one  man.  Let  all  obscure  eases  be  examined  by 
expert  specialists. 

Do  not  have  exposed  to  view  in  your  office  grue- 
some pictures  or  professional  appliances,  charts,  or 
instruments, 
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Never  use  the  words,  "the  knife, "  "the  bloody 
method, "  " opera tion,"  "cutting,"  etc.,  in  the  pres- 
ence of  patients.  Protect  the  psychic  sense  from 
injury,  and  your  sensitive  patients  will  love  you 
more. 

Eemember  that  consent  of  the  patient  is  neces- 
sary to  make  an  operation  legally  permissible.  In 
certain  states  the  consent  of  the  husband  is  neces- 
sary before  an  operation  on  the  wife  is  legally  per- 
missible. In  unconscious  patients,  however,  should 
it  be  difficult  to  find  the  proper  person  from  whom 
to  obtain  consent,  go  ahead  and  operate,  but  always 
have  counsel.  In  the  case  of  children  at  boarding- 
school  where  the  delay  incident  to  obtaining  con- 
sent would  probably  be  fatal,  have  counsel  with  you, 
and  act  according  to  the  indications. 

When  you  have  permission  to  perform  an  opera- 
tion, and  at  operation  meet  with  a  surprise,  e.  g.,  to 
find  a  pus-tube  where  you  expected  to  find  an  appen- 
dix, you  are  expected  to  deal  with  the  condition 
found,  and -special  consent  is  not  necessary.  It  is 
better,  however,  to  obtain  consent  to  do  all  that  may 
be  necessary  before  undertaking  any  operation. 

Considerable  minor  surgery  is  done  in  the  office, 
and  very  likely  such  will  continue  to  be  the  case. 
Eemember  that  there  is  always  some  risk  in  even 
trivial  operations.  Curettement,  operation  for  hem- 
orrhoids, dilatation  of  stricture,  etc.,  etc.,  are  often 
done  in  the  office.  This  is  dangerous! 

After  all  such  operations  the  patient  should  be 
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kept  quiet  for  twenty-four  hours  at  the  very  least. 

It  is  dangerous  to  do  surgery  in  your  office !  You 
never  can  tell  how  a  patient  will  behave  toward  any 
anesthetic,  or  can  you  by  any  known  means  estimate 
in  advance  the  amount  of  shock  which  will  follow 
even  the  slightest  operation.  All  contingencies 
must  be  provided  for,  and  this  can  rarely  be  the  case 
in  the  ordinary  office. . 

Of  course,  to  have  the  idea  go  out  that  you  can 
perform  cures  in  your  office  without  the  need  of  hos- 
pital will  bring  patients  who  fear  the  hospital  or 
who  hate  to  lose  time.  Nevertheless,  if  a  patient 
operated  on  for  hemorrhoids,  for  example,  and  at 
once  allowed  to  go  about  her  work  or  pleasure,  de- 
velop lung  or  liver  abscess,  and  die  of  that,  the 
primary  operation  is  the  cause  of  death,  and  the  sur- 
geon is  the  person  at  fault. 

Many  specialists  have  their  offices  fitted  up  ex- 
pressly for  the  performance  of  minor  operations, 
and  patients  are  under  the  care  of  well-trained  at- 
tendants, and  cared  for  as  they  would  be  in  a  hos- 
pital. "With  them  the  case  is  different;  they  are 
prepared  for  emergency,  and  take  measures  to  avoid 
unpleasant  sequelae.  Unless  you  are  likewise  pre- 
pared, the  hospital  is  the  place  to  do  surgery. 

Beware  of  making  promises  as  to  results  or  as  to 
length  of  time  required  to  obtain  a  cure.  But  never 
express  to  the  patient  even  a  hint  of  doubt  on  your 
part  as  to  the  ultimate  success,  once  operation  is 
decided  upon. 
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Accidents  will  happen,  to  you  as  to  others.  They 
have  happened  to  the  greatest  surgeons  who  have 
ever  lived,  and  they  will  happen  to  you.  Death  fol- 
lowing a  minor  operation  is  the  most  awful  accident 
that  can  occur.  Some  such  deaths  are  due  to  un- 
avoidable septic  infection — unavoidable,  because  you 
have  taken  all  the  precautions  known  to  avoid  it,  and 
yet  it  has  occurred.  You  have  followed  the  same 
technic  in  thousands  of  cases  and  with  unfailing 
success,  and  yet  once  in  a  great  while  the  accident 
occurs.  Some  of  them  are  due  to  the  anesthetic— 
and  to  the  anesthetic  in  skilled  hands.  But  mark 
it  well — the  greater  the  surgeon,  the  fewer  the  acci- 
dents ! 

Nothing  but  the  kindest  sympathy  should  be  ex- 
tended to  the  surgeon  to  whom  such  an  accident  hap- 
pens in  the  course  of  a  long  and  successful  career. 
But  the  man  whose  work  shows  a,  continued  series 
of  such  accidents  or  a  continued  death-rate  much 
above  the  average  should  be  summarily  expelled 
from  our  profession. 

The  fact  that  accidents  do  happen  to  the  recog- 
nized masters  in  the  profession  is  often  taken  ad- 
vantage of  by  the  unskilled  and  inexperienced.  For 
example,  a  healthy,  young  woman,  who  has  been 
persuaded  by  a  " smart  young  man"  to  have  an 
operation  done  for  a  retroversion,  develops  perito- 
nitis and  dies  on  the  fourth  day,  and  the  operator 
shrugs  his  shoulders  with  a  "Well,  we  can't  save 
them  all" — while  the  autopsy  shows  an  incised 
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wound  in  the  bowel !  Such  an  event  is  no  accident ; 
it  is  due  to  lack  of  preparation,  lack  of  sense  of  re- 
sponsibility, lack  of  fitness,  and  is  as  heinous  a 
crime  as  willful  murder ! 

The  policy  of  charging  the  unavoidable  accidental 
deaths  to  heart  failure,  or  to  some  obscure  form  of 
nervous  disturbance,  or  constitutional  condition,  is 
a  bad  one,  and  should  be  discontinued.  If  you  don 't 
know  the  cause  of  death,  be  honest,  and  demand  an 
autopsy,  that  you  may  if  possible  avoid  a  like  ca- 
tastrophe in  the  future. 

The  legitimate  way  to  acquire  a  reputation  is  to 
deserve  it  by  working  hard  and  long  in  the  right 
way  to  establish  and  maintain  it. 

It  has  been  said  that  " merit  is  bound  to  win,"  but 
it  is  not  enough  that  you  know  your  work  well ;  you 
must  show  your  brothers  in  the  profession,  and  the 
laity,  that  you  know  it.  Hide  not  your  light  under 
a  bushel.  A  self-advertising  man  is  despised,  but 
you  must  have  confidence  in  your  own  ability,  if  you 
wish  to  win.  Beware  that  you  do  not  have  more 
confidence  than  your  attainments  justify.  You  must 
get  your  own  measure  right ;  otherwise  you  are  cer- 
tain to  fail.  If  you  do  what  comes  to  hand  with 
your  whole  heart  and  soul  in  the  work,  patiently  and 
faithfully  striving  to  excel  in  the  quality  of  your 
work,  without  giving  so  much  attention  to  the  quan- 
tity for  the  first  few  years,  you  will  obtain  a  per- 
manent success. 

The  young  surgeon  who  suddenly  becomes  rushed 
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to  death  within  a  few  months  or  a  year  or  two  after 
his  entry  into  private  practice  is  regarded  with  sus- 
picion by  his  fellows,  and  it  is  generally  believed 
by  them  that  his  methods  are  not  legitimate. 

Do  not  believe  that  you  will  do  better  by  trying 
to  please  everybody — remember  the  man  and  his  ass. 
Please  yourself  as  far  as  you  may  do  so  without  in- 
juring others.  Have  an  opinion  of  your  own  and 
a  voice  to  express  it.  The  best  and  shortest  rule 
is  "Do  as  you  would  be  done  by/'  and  do  it  with 
force  and  politeness. 

A  gentleman  needs  no  code  of  ethics  for  his  guid- 
ance. 

No  consultant  will  refrain  from  having  your  aid 
because  of  your  opinion  or  manner,  once  he  knows 
that  you  do  better  work  than  the  others. 

You  are  liable  to  be  sued  for  malpractice.  There 
is  no  way  of  avoiding  this  once  it  becomes  known 
that  you  own  property.  If  you  have  done  the  right 
thing,  you  will  hardly  lose  the  suit.  Never  com- 
promise. Most  surgeons  now  carry  insurance 
against  malpractice  suits.  The  best  way  to  put  an 
end  to  these  suits  would  be  for  the  lawyers  and  sur- 
geons to  get  to  know  each  other  better.  The  lawyers 
should  know  something  of  surgery,  and  surgeons 
should  know  something  of  law.  A  local  medicolegal 
society  could  be  of  immense  benefit,  not  only  to  its 
members,  but  to  the  community. 

Avoid  going  into  court;  that  is,  avoid  it  in  so  far 
as  you  reasonably  can.  You  will  often  be  wanted 


26  GOLDEN    KULES    OF    SURGERY. 

as  a  witness.  This  is  always  unpleasant  when  you 
are  selected  by  either  of  the  litigants.  Know  your 
subject  before  you  go  there,  and  if  you  remember 
that  in  medical  matters  a  lawyer  is  a  layman,  you 
will  be  less  nervous.  I  have  never  seen  a  witness 
much  confused  when  he  was  telling  the  truth,  though 
I  have  seen  a  great  deal  of  embarrassment  when 
truth  was  being  concealed  or  distorted.  Most  suits 
for  malpractice  are  attempts  to  get  money  for  noth- 
ing, but  not  all;  you  should  feel  that  a  patient  who 
trusts  life  or  limb  to  a  surgeon  has  a  right  to  expect 
as  good  as  can  be  had  in  his  locality,  regardless  of 
the  price,  and  you  should  not  feel  it  to  be  your  duty 
to  protect  wrong-doing  in  .even  a  professional 
brother.  If  you  know  that  the  patient  has  been 
grievously  wronged,  expose  the  wrong-doer. — C. 

Do  not  try  to  befog  the  jury  by  using  technical 
terms ;  speak  simple  English,  and  they  will  think 
better  of  your  testimony. 

Never  betray  undue  enthusiasm  while  on  the 
stand. 

Beware  of  "letting"  your  services  to  corporations 
or  individuals  to  act  as  "prompter"  at  a  trial — re- 
member that  your  profession  is  surgery. 

Finally,  avoid  frictions  and  jealousies  with  col- 
leagues; keep  out  of  cliques;  remember  that  strong 
men  can  stand  alone,  while  weak  ones  must  lean  on 
each  other;  and  if  you  are  persecuted  by  jealous 
rivals,  cheer  up.  Men  do  not  combine  against  in- 
significant foes  or  train  parks  of  artillery  against 
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fleas.  "The  most  clubs  are  found  under  the  best 
apple  trees,"  said  Lincoln;  so  keep  right  on  with 
your  work.  If  your  work  is  good,  lies  will  not  retard 
your  success. — B. 

IN  REGARD  TO  FEES. 

Surgical  services  have  no  fixed  cost ;  they  are  with- 
out value  in  that  they  are  invaluable. 

As  a  general  rule,  large  fees  have  a  tendency  to 
elevate  the  surgeon  and  the  profession  of  surgery 
in  the  eyes  of  the  laity. 

The  matter  of  fees,  however,  has  nothing  what- 
ever to  do  with  the  scientific  attainments  of  the  sur- 
geon. 

To  have  a  certain  fixed  price  for  each  operation 
would  be  to  work  hardship  to  the  poor  .and  to  those 
in  moderate  circumstances.  It  may  be  answered 
that  the  poor  may  consult  us  at  our  clinics,  etc. 
This  is  wrong ;  none  should  be  obliged  or  advised  to 
go  to  a  clinic  so  long  as  he  is  able  and  willing  to  pay 
even  a  very  small  fee.  To  force  a  patient  to  accept 
charity  is  quite  wrong,  to  deny  any  one  the  best 
surgical  service  obtainable  is  equally  wrong,  and  to 
offer  to  do  an  operation  for  a  small  fee  degrades  you 
in  the  eyes  of  the  patient.  The  matter  is  a  difficult 
one.  Do  not  give  the  patient  the  impression  that 
you  are  giving  him  something  for  nothing,  and  yet 
show  him  that  the  service  you  are  giving  him  is 
something  that  money  alone  could  not  buy  were  he 
as  rich  as  Croesus.  If  the  patient  be  poor,  the  fee 
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must  be  small,  but  let  the  patient  feel  that  he  is  pay- 
ing for  his  operation. 

Never  allow  the  remark  "the  doctors  make  the 
rich  pay  for  the  poor"  to  go  unrefuted.  I  have 
heard  a  surgeon  on  the  witness-stand  agree  to  this 
statement.  The  assertion  is  untrue.  The  poor  man 
pays  for  himself  jus,  t  as  the  rich  man  does.  Neither 
one  ever  pays  what  the  service  is  worth  because,  as 
was  said  before,  our  services  are  invaluable.  The 
richer  the  patient  the  more  the  annoyance  and  worry 
and  the  greater  the  risk.  All  agree  that  the  rich 
give  far  more  trouble,  and  it  is  just  that  they  should 
be  obliged  to  pay  more. 

When  you  are  in  doubt  as  to  the  fee  that  you 
should  charge  consult  a  true  friend  among  the  older 
members  of  the  profession.  Remember  that  the  fee 
is  always  in  proportion  to  the  service  rendered  and 
its  value  to  the  patient. 

When  a  patient  wishes  to  have  a  definite  under- 
standing beforehand  about  the  price  to  be  paid, 
never  side-step.  Have  a  definite  understanding  by 
all  means.  But  where  the  patient  makes  no  such 
inquiry,  it  is  not  well — unless  you  have  reason  to 
suspect  the  patient  to  be  a  "dead  beat"-— to  mention 
money  first. 

A  great  deal  has  recently  been  said  and  written 
concerning  division  of  fees,  the  paying  of  a  percent- 
age or  commission  to  men  for  work  referred.  A 
paaudlin  ill-advised  stand  in  favor  of  the  practice  is 
taken  by  some,  the  argument  in  favor  of  it  being  that 
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the  poor  general  practitioner  is  underpaid  for  his 
work,  gets  a  mere  pittance  on  long  time  payments, 
and  often  nothing  at  all.  The  argument  is  without 
force,  because  no  man  is  obliged  to  render  valuable 
service  for  nothing.  If  he  does  not  charge  and  does 
not  collect,  it  is  to  be  presumed  that  his  services  are 
of  the  cheap  sort  and  that  he  knows  it,  always  sup- 
posing the  patient  able  to  pay. 

I  believe  that  most  often  the  physician  is  sadly 
underpaid. 

I  have  heard  it  argued  that  the  physician  shares 
the  responsibility  by  recommending  the  surgeon  and 
should  be  paid  for  that.  Then  let  the  patient  know 
this,  and  let  the  patient  know  he  is  paying  for  the 
recommendation ! 

It  is  my  opinion  that  very  often  it  is  better  to  have 
the  family  physician  in  the  case,  and  in  very  many 
cases  the  family  physician  can  do  the  dressing,  etc., 
and  care  for  the  patient  just  as  well  as  the  surgeon. 
Where  such  can  be  done  I  think  it  should  be  so,  and 
the  patient  could  be  submitted  a  joint  bill.  Where 
the  physician  is  anxious  to  secure  a  portion  of  the 
fee  and  unwilling  to  have  the  patient  know  of  it,  his 
position  can  be  construed  in  only  one  manner. 

A  surgeon,  who,  while  operating  with  his  own 
trained  corps  of  assistants,  asks  the  family  physician 
to  wash  up  and  don  a  gown,  merely  in  order  that  he 
may  divide  the  fee  with  him,  has  an  elastic  conscience. 
There  can  be  no  gainsaying  the  fact  that  secret  di- 
vision of  the  fee  tends  to  lower  the  standard  of  serv- 


30  GOLDEN   RULES    OF   SURGERY. 

ice — the    poorest    equipped   will    pay    the    highest 
commission. 

The  ordinary  advertising  quack  is  practicing  in  a 
far  more,  honorable  way  than  the  ethical  surgeon 
who  secretly  splits  fees  and  pays  commissions. 


CHAPTEE  II. 
PEEPAEATION  FOE  OPEEATION. 

ROOMS. 

The  operating-room  of  a  good  modern  hospital  is, 
of  course,  the  best  place  to  operate,  but  you  may 
have  to  improvise  sometimes;  when  you  do,  have  a 
room  that  is  well  lighted. 

Have  all  unnecessary  furniture  removed.     • 
.    Have  the  walls  cleaned,  and  if  of  plaster,  white- 
washed or  kalsomined  the  day  before. 

Never  have  a  draught  blow  through  the  operating- 
room  before  or  during  an  operation. 

Persons  in  an  operating-room  should  move  about 
as  quietly  as  possible  and  as  little  as  possible  before 
and  during  an  operation. 

Never  have  your  operating-room  cooler  than  80° 
F.,  or  hotter  than  85°  F.  (if  you  can  prevent  it). 

Do  not  encourage  visitors  to  engage  in  conversa- 
tion in  an  operating-room. 

Persons  who  cough  should  be  excluded. 

All  persons  coming  near  the  patient,  surgeons  or 
assistants,  should  have  their  clothing  covered  with 
sterile  gowns. 
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The  floor  of  an  operating-room  should  be  kept 
damp  with  an  antiseptic  solution,  before  and  during 
operations.  It  is  quite  odd  to  see  how  careful  visit- 
ors are  to  cover  their  clothing  with  gowns,  and  how 
little  attention  is  given  to  removal  of  street  dirt  from 
the  shoes — surely  we  are  inconsistent. 

No  one  not  gowned  is  ever  allowed  to  pass  be- 
tween the  instrument  or  sponge  table  and  the  oper- 
ating-table, from  the  time  the  patient  is  put  on  the 
table  till  the  wound  has  been  dressed. 

PATIENT. 

Do  not  keep  a  nervous  patient  long  in  the  hospital 
waiting  for  an  operation. 

Patients  to  be  kept  in  bed  after  an  operation 
should  be  made  to  accustom  themselves  to  the  use 
of  the  bedpan  before  the  operation. 

Always  be  sure  that  the  mouth  is  as  nearly  sur- 
gically clean  as  it  is  possible  to  get  it  before  sending 
the  patient  to  the  operating-room. 

It  is  not  the  custom,  but  it  would  be  better,  to  have 
the  anesthetist  examine  the  patient  the  day  before 
the  operation. 

Never,  if  you  can  avoid  it,  give  the  patient  a  purge 
the  evening  before,  or  the  morning  of,  the  operation. 

If  an  enema  is  given  the  morning  of  the  operation, 
let  it  be  given  long  enough  before  that  the  bowel 
may  not  move  while  the  patient  is  on  the  table. 

Do  the  operation  in  the  morning,  the  earlier  the 
better. 
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Never,  except  in  emergency,  operate  on  a  woman 
who  is  menstruating — a  week  after  it  has  ceased  is 
the  best  time. 

If  a  patient  be  weak,  a  warm  enema  with  black 
coffee  and  brandy  a  short  time  before  operation  is 
a  good  rule. 

Always  insist  that  the  patient  be  well  wrapped  in 
dry  woolens  while  on  the  table,  and  during  trans- 
portation. 

Eemember  that  you  must  do  your  utmost  to  ban- 
ish fear  and  inspire  hope. 

If  the  patient  be  nervous,  the  fewer  people  she 
sees  the  morning  of  the  operation  the  better. 

Insure  a  good  night's  sleep  the  night  before. 

Never  rub  and  scrub  the  skin  over  the  field  of  op- 
eration; it  does  harm  and  increases  the  risk  of  in- 
fection. 

If  you  use  pure  tincture  of  iodin,  wash  it  off  with 
alcohol  after  five  minutes. 

Never  apply  strong  antiseptics  to  the  scrotum, 
vulva,  or  around  the  anus. 

If  it  can  be  avoided,  never  operate  in  a  field  in 
which  are  pustules,  vesicles,  scabs,  or  papules,  etc. 

Nothing  but  the  actual  cautery  can  sterilize  a, 
pustule,  no  matter  how  small — have  your  doubts 
about  the  efficacy  of  even  that. 

SURGEON  AND  ASSISTANTS. 

Street  clothing  is  always  changed  for  clean  op- 
eration clothes,  before  beginning  to  wash  up. 
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Do  your  scrubbing  and  don  gloves  before  being 
gowned. 

Never  attempt  any  operation  while  there  is  an 
abrasion,  hangnail,  fissure,  or  papule  on  your  hands 
or  forearms. 

Do  not  use  stiff  brushes  for  scrubbing  up.  Wash 
long  and  well  with  soap  and  brush,  or  gauze,  in  run- 
ning hot  water. 

Never  apply  to  your  hands  any  antiseptic  that 
may  cause  a  dermatitis.  Some  are  susceptible  to 
one  drug,  some  to  another. 

Do  not  put  on  gloves  filled  with  an  antiseptic,  if 
that  antiseptic  causes  roughness  of  your  own  skin — 
it  will  soon  be  quite  impossible  to  cleanse  hands  so 
abused. 

It  is  not  desirable  or  necessary  that  nails  be  pared 
to  the  quick,  but  they  should  be  as  short  as  can  be 
tolerated,  without  having  the  finger  ends  become 
sore. 

The  cap  should  cover  all  the  hair  on  the  head. 

If  you  perspire  freely,  or  if  you  intend  to  talk  or 
cough  while  operating,  always  wear  a  mask — other- 
wise it  is  unnecessary. 

Always  wear  long  sleeves — and  keep  them  tucked 
into  the  gloves  during  operation. 

Eemember  that,  once  sleeve  or  gown  becomes  wet, 
bacteria  come  readily  through  to  the  surface. 

If  you  must  wear  glasses  of  any  kind,  nothing  but 
spectacles  are  safe. 


CHAPTEE  III. 
ANESTHESIA. 

Have  the  same  physician  if  possible  for  all  your 
anesthesias.  Give  the  case  to  him  entirely.  No 
good  anesthetist  should  allow  the  surgeon  to  inter- 
fere with  the  giving  of  the  anesthetic.  If  you  can- 
not trust  your  anesthetist,  get  one  whom  you  can 
trust. 

Never  have  an  anesthetist  who  is  trying  to  learn 
surgery  while  giving  anesthetics. 

In  emergency  due  to  the  anesthetic,  never  forget 
that  the  patient  belongs  to  the  anesthetist,  and  to 
him  alone,  even  though  you  are  the  surgeon.  If  he 
can't  save  the  patient  (granting  he  is  an  expert), 
you  can't.  Let  all  obey  his  orders  and  keep 
quiet. 

Of  course,  if  the  anesthetist  becomes  excited,  the 
surgeon  assumes  command  at  once — and  selects  an- 
other anesthetist  as  soon  as  possible  after  the  opera- 
tion. 

I  believe  it  is  only  by  doing  as  indicated  in  the 
preceding  paragraphs  that  we  can  induce  good  men 
to  specialize  in  the  giving  of  anesthetics,  and  follow 
it  up  as  is  done  with  the  other  specialties.  We  need 
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anesthetists,  although  the  number  of  physicians  who 
are  ready  to  give-  an  anesthetic  is  exceedingly  large. 
— C. 

Never  administer  a  general  anesthetic  or  allow  it 
to  be  administered  in  your  own  house,  except  in  the 
presence  of  a  third  person.  Remember  to  have  all 
false  teeth  removed,  to  secure  an  empty  stomach 
and  a  horizontal  position,  to  release  tight  clothing, 
and  to  use  an  absolutely  pure  drug. 

The  urine,  heart,  and  lungs  should  be  examined  the 
day  before  the  operation,  and  by  the  anesthetist. 
Know  the  patient's  blood-pressure. 

The  mouth  and  pharynx  should  be  rendered  as 
nearly  sterile  as  possible  before  any  general  anes- 
thetic is  given. 

The  less  fear  experienced  by  the  patient  before  or 
during  beginning  anesthesia,  the  less  the  shock.  Get 
the  confidence  of  the  patient.  Let  onlookers  be  few. 
Have  all  quiet.  Don't  talk  too  much. 

Remember  that  sudden  failure  of  respiration 
sometimes  occurs  in  cases  needing  tracheotomy. 
Therefore  give  as  little  of  the  anesthetic  as  possible 
— do  what  is  indicated  to  supply  the  air  or  oxygen 
needed. 

If  you  have  any  rule  about  the  giving  of  morphin 
before  the  induction  of  general  anesthesia,  let  it  be 
this:  to  prescribe  for  the  individual  patient  and 
not  to  have  a  routine  dose  for  all. 

Always  remember  that  there  are  patients  who  have 
an  idiosyncrasy  toward  opiates. 
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Eemember  the  effect  of  morphin  on  elimination, 
especially  on  the  bowel. 

Atropin  combined  with  morphin  enhances  the 
value  and  diminishes  the  danger  of  the  latter,  and 
also  lessens  the  secretion  of  mucus. 

Be  especially  warned  of  the  dangers  of  opiates 
in  the  young  and  old,  in  the  debilitated  and  bron- 
chitic. 

Always  percuss  the  presternal  region  in  looking 
for  enlarged  thymus  in  the  young. 

Never  be  satisfied  that  all  is  well  with  the  cir- 
culatory system,  just  because  you  hear  no  murmur  in 
the  cardiac  region — look  for  hypertrophy. 

Fat  persons  are  especially  bad  risks. 

There  is  one  crying  evil  seen  in  American  opera- 
ting-rooms, that  is  seen  nowhere  else,  and  that  is  the 
custom  that  so  many  anesthetists  have  of  talking  to 
the  patient  while  the  latter  is  being  anesthetized,  and 
the  custom  that  visitors,  and  some  surgeons,  have  of 
talking  aloud  in  the  hearing  of  the  patient.  Keep 
quiet  yourself,  and  see  that  those  around  you  do  so ; 
and  let  the  patient  go  to  sleep. 

Always  remember  that  chloroform  is  a  dangerous 
anesthetic:  that  it  kills  by  stopping  the  heart;  that, 
if  the  anesthetist  does  not  take  measures  to  resusci- 
tate before  respiration  fails,  it  is  too  late;  and  that 
chloroform  generally  kills  early  in  its  administra- 
tion. 

Where  you  have  decided  to  use  chloroform,  always 
select  the  purest  and  freshest  that  can  be  obtained. 
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Never  use  chloroform  that  has  been  standing  in  an 
unsealed  bottle.  Use  a  freshly  opened  vial  every 
time. 

Always  remember  the  value  of  saline  and  adrena- 
lin intravenously  in  sudden  cardiac  or  respiratory 
failure,  and  always  have  the  apparatus  ready. 

Do  not  forget  that  ether  can  kill  your  patient; 
that  it  generally  does  so  by  paralyzing  respiration; 
that  it  may  do  so  by  causing  suffocation,  the  mucus 
secreted  filling  the  bronchi  and  bronchioles ;  and  that 
it  may  cause  cerebral  hemorrhage. 

The  danger  of  postoperative  pneumonia  is  greater 
after  ether.  Try  to  prevent  it  by  having  the  mouth 
and  pharynx  surgically  clean  before  the  operation 
by  preventing  the  entrance  of  mucus  from  mouth  and 
pharynx  to  the  trachea;  by  preventing  vomiting, 
while  unconscious  or  semiconscious;  and  if  this  is 
impossible,  by  having  the  stomach  free  from  food 
for  three  hours  before  operation,  and  by  having  the 
head  in  such  a  position  that  vomited  material  may 
not  be  drawn  into  the  trachea;  by  keeping  the  pa- 
tient warm,  while  on  the  table  and  during  transpor- 
tation, and  by  frequent  change  of  position  after  the 
operation,  trying  to  have  the  patient  raised  to  the 
sitting  or  half-sitting  posture  as  soon  as  possible. 

Never  forget  that,  while  enough  of  the  anesthetic 
should  be  given  to  secure  complete  anesthesia  before 
the  surgeon  commences  and  while  he  is  operating, 
care  should  be  taken  to  see  that  the  patient  is  never 
given  more  than  is  needed. 
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Deaths  from  anesthetics  are  more  frequent  in  opr 
erations  for  trivial  troubles.  Fright  generally  in- 
creases the  danger. 

Some  deaths  during  anesthesia  are  unavoidable. 
Fortunately  the  unavoidable  deaths  are  rare.  I  have 
made  a  most  careful  analysis  of  all  existing  statis- 
tics and  find  that  the  mortality  of  anesthesia  for  all 
surgical  purposes  is  in  round  numbers  1  in  4000. — B. 

Nitrous  oxid  and  oxygen  for  anesthesia  has  be- 
come popular  during  the  past  few  years.  It  is  about 
the  safest  general  anesthetic  known. 

Bear  in  mind,  however,  that  gas  and  oxygen  is 
not  entirely  without  danger.  I  know  of  one  death, 
and  I  am  sure  that  with  this,  as  with  ether  and  chlor- 
oform, not  all  deaths  are  published.  When  an  an- 
esthetist has  a  fatality  with  a  rather  new  anesthetic, 
or  a  surgeon  one  with  a  new  procedure,  I  believe  that 
very  often  results  are  not  published,  lest  the  acci- 
dent be  attributed  to  faulty  technic. — C. 

Never  forget  the  special  danger  of  anesthetics  in 
acute  septic  conditions — most  of  them  get  worse  for 
a  while  after  the  anesthetic  has  been  used. 

Chloroform  is  quite  likely  to  kill  early  in  its  ad- 
ministration to  septic  patients,  and  should  the  septic 
patient  survive  the  operation,  he  is  likely  to  die  later 
because  of  the  effect  of  the  chloroform  on  the  already 
poisoned  liver. 

Never  give  an  anesthetic  in  an  acute  abdominal 
condition,  without  first  washing  out  the  stomach.  If 
the  patient  be  so  low  that  the  introduction  of  the 
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tube  will  kill  him  or  militate  against  him,  no  opera- 
tion can  help  him. 

When  it  is  decided  to  give  a  general  anesthetic, 
always  positively  assure  the  patient  that  he  will  bear 
it  well. 

Never  express  a  doubt  or  fear  to  the  patient,  once 
the  decision  is  made.  Before  the  decision  is  made 
is  the  time  to  express  doubts — never  afterward. 
Eemember  that  confidence  in  the  good  outcome  les- 
sens fear  and  so  lessens  shock. 

Postanesthetic  vomiting  can  be  almost  eliminated 
by  the  expert  administration  of  the  anesthetic,  and 
by  the  use  of  the  Stomach  tube  just  afterward. 

As  a  rule,  four  or  five  times  as  much  of  the  an- 
esthetic is  given  as  is  needed. 

Unless  you  are  in  haste  to  get  the  patient  in  bed, 
wash  out  the  stomach  while  the  patient  is  on  the 
table. 

A  local  anesthetic  will  sometimes  be  followed  by 
as  great  shock  as  a  general  one — psychic  effect  of 
the  operation. 

Never  try  local  anesthesia  in  children. 

Do  not  attempt  to  produce  local  anesthesia  in  an 
inflamed  area,  by  hypodermatic  injection  into  it. 

Freezing  with  ethyl  chlorid  lessens  the  pain 
(sometimes),  but  never  produces  anesthesia  as  or- 
dinarily used. 

Remember  that  it  is  the  skin  itself  which,  being 
most  sensitive,  really  needs  the  anesthetic.  If  the 
injected  fluid  be  brought  into  contact  with  the  under 
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surface  of  the  skin,  the  skin  overlying  it  becomes 
insensitive.  If  the  fluid  be  thrown  into  the  skin 
itself — blanching  it — anesthesia  is  also  readily  pro- 
duced. If  you  use  the  intradermal  injection,  do  not 
use  much  force  or  inject  much  fluid ;  otherwise  necro- 
sis will  follow. 

Cocain  is  still  in  use,  but  is  now  rarely  used  hypo- 
dermatically  in  solution  stronger  than  %  per  cent. 

Novocain  is  less  toxic,  and  can  be  boiled,  and  we 
obtain  good  results  with  solutions  of  %  to  %  per 
cent. 

Find  out  all  you  can  about  any  anesthetic  before 
you  use  it ;  other  things  being  equal,  use  that  which 
is  least  toxic,  and  stick  to  it. 

Adrenalin  chlorid  mixed  with  the  local  anesthetic 
just  before  use  increases  the  local  effect  and  pro- 
longs the  duration  of  the  same,  but  remember  that 
adrenalin  has  done  harm  in  arteriosclerotic,  debili- 
tated, feeble,  and  old  persons,  and  may  do  harm  in 
those  with  high  blood-pressure. 

I  have  seen  local  gangrene  in  three  places  follow 
the  use  of  saline  with  adrenalin  subcutaneously,  in 
a  woman  markedly  arteriosclerotic.  The  tension  of 
the  fluid  under  the  skin  was  not  great. — C. 

Spinal  analgesia  has  its  advocates.  The  bad  re- 
sults are  probably  not  all  published. 

Eemember  the  level  of  the  conus  medullaris,  and 
do  not  let  any  one  persuade  you  to  stick  a  needle 
into  the  spinal  canal  as  high  up  as  this. 

Keep  the  head,  neck,  and  upper  thorax  raised 
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while  giving  it,  and  also  for  some  hours  after  the 
operation. 

Never  inject  fluid  into  the  subdural  space  without 
first  withdrawing  as  much  as  you  are  going  to  throw 
in. 

Do  not  forget  that  even  a  slight  movement  on  the 
part  of  the  patient  may  be  enough  to  break  your 
needle. 

Always  introduce  the  needle  with  its  stylet  or- 
obturator  in  place;  this  prevents  blood  from  block- 
ing the  needle. 

Take  special  precautions  to  prevent  infection;  no 
part  of  the  body  is  more  easily  infected  than  the 
subdural  space. 

Never  use  a  solution  stronger  than  needful  to 
produce  anesthesia. 

Do  not  inject  irritant  fluids;  dissolve  your  nova- 
cain  in  normal  saline,  and  don't  use  adrenalin  or 
alcohol  with  it. 

Nerve-blocking  is  reliable  if  your  knowledge  of 
anatomy  is. 

Eemember  that  the  anesthetics  must  get  into  the 
perineurial  sheath. 

Do  not  forget  that  you  may  do  harm  to  a  large 
nerve  with  a  large  blunt  needle. 

If  your  fluid  be  an  irritating  one,  or  contain  al- 
cohol, degeneration  of  the  nerve-fibers  may  ensue. 

Schleich's  infiltration  anesthesia  works  well,  but 
the  amount  of  fluid  injected  changes  the  normal  ap- 
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pearance  of  the  tissues,  which  is  sometimes  a  draw- 
back. 

It  is  believed  that  in  infiltration  anesthesia  loss 
of  sensation  is  produced  by  pressure  of  the  fluid  on 
the  nerve-fibers. 

Intravenous  anesthesia  (Bier)  is  also  useful  in 
operations  on  the  extremities.  By  Bier's  method  it 
is  an  infiltration  anesthesia.  Its  only  inconvenience 
to  the  patient  is  that  caused  by  the  upper  constricting 
band. 

If  the  limb  swells  afterward,  it  is  because  the  so- 
lution was  an  irritating  one. 

Eemember  that  regional  analgesia,  spinal  injec- 
tion, nerve-blocking,  intravenous  injection,  etc.,  can 
be  used  with  success  by  an  expert,  but  generally  with 
indifferent  success  by  a  beginner. 


CHAPTEE  IV. 
SHOCK. 

Prevent  shock  as  far  as  possible  by  having  a 
skilled  anesthetist ;  a  warm,  not  hot,  operating-room ; 
and  a  patient  covered  as  well  as  may  be  with  wool- 
ens while  on  the  table.  Banish  fear ;  quiet  your  pa- 
tient. Stimulate  a  weak  patient.  Prevent  loss  of 
blood.  Don't  handle  or  expose  to  the  air  tissues  or 
viscera  more  than  can  possibly  be  helped.  Don't 
pull  and  haul  on  tissues  or  viscera,  or  use  large  cold 
retractors.  Have  assistants  who  can  help  you,  and 
who  work  like  you  do.  Work  rapidly.  If  a  patient 
is  shocking,  have  treatment  for  the  same  begun  at 
once,  and  don  ?t  spend  much  time  on  matters  of  small 
moment,  for  example,  on  fine  adjustment  in  closing 
— your  patient  may  perhaps  die  because  you  tried 
to  avoid  a  postoperative  hernia.  It  is  better  to  have 
a  live  patient  with  a  fecal  fistula  than  a  dead  one 
with  a  well-done  resection,  or  a  well-repaired  hernia. 

Never  forget  in  shock  and  collapse  that  the  essen- 
tial of  successful  treatment  is  to  obtain  time  for  your 
patient  to  rally.  Keep  the  heart  going,  but  do  not 
trade  on  its  exhausted  power;  maintain  its  action, 
but  do  not  force  it. 

44 
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Many  patients  are  killed  in  shock  by  the  syringe, 
and  some  get  well  in  spite  of  it. 

Do  not  resort  to  strychnin,  digitalis,  and  other 
poisons.  If  you  will  give  poisons,  do  so  before  the 
heart  and  diaphragm  are  too  weak  to  stand  the  dose. 
Of  drugs,  neutral  camphor  and  atropin  are  prob- 
ably least  injurious  and  often  do  good. 

Remember  that  minimum  doses  suffice  to  kill  a  pa- 
tient in  shock  after  an  operation,  or  after  loss  of 
blood. 

Apply  warmth  to  body  and  limbs.  Use  saline  with 
adrenalin  intravenously.  Lower  the  head.  Tightly 
bandage  limbs  and  abdomen.  Electric  stimulation 
of  vagi  and  phrenics  and  artificial  respiration  may 
do  good.  The  hypodermic  use  of  poisons  is  no 
longer  in  vogue. 

Be  careful  not  to  inject  too  much  saline  or  too 
much  adrenalin  at  one  time,  or  to  repeat  too  soon. 
Better  he  should  die  than  that  you  should  kill  him ! 
On  the  other  hand,  let  the  case  and  the  condition 
govern  the  quantity. 

Don't  be  misled  by  the  expression  "delayed 
shock."  Delayed  shock  is  most  likely  hidden  hem- 
orrhage; find  it,  and  treat  it.  Don't  delay;  a  blood 
examination  may  help  to  show  you  the  difference. 
Don't  treat  a  patient  for  shock  unless  you  are  sure 
all  bleeding  is  controlled;  otherwise  you'll  simply 
wash  all  the  blood  out  of  his  vessels. 

Never  put  a  shocked  patient  in  the  Fowler  posi- 
tion. 
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£.It  is  better  to  write  on  the  certificate,  ' '  Shock,  due 
to  operation/'  than  to  cover  it  with  the  cloak  of 
< f heart  failure/' 


CHAPTER  V. 
WOUNDS,  INJURIES,  AND  INFECTIONS. 

WOUNDS. 

Bear  in  mind  that  the  most  dangerous  minor 
wound  is  the  punctured  wound  of  the  bare  foot. 
Never  swab  it  out  with  carbolic  until  after  you  have 
incised  it  to  the  bottom — make  it  at  least  an  inch 
long  and  drain  or  fill  with  gauze,  and  do  not  allow 
it  to  close  up  for  at  least  ten  days.  Give  the  anti- 
tetanic  serum  at  once. 

Before  you  give  antitetanic,  antidiptheritic,  or  any 
other  serum,  always  ask  whether  the  patient  has  ever 
had  serum  of  any  kind  injected  previously.  If 
serum  have  been  injected  more  than  ten  days  previ- 
ously, there  is  danger  in  its  use. 

Remember  that  "Fourth  of  July"  wounds  are 
prone  to  be  followed  by  tetanus. 

Bites  of  animals  susceptible  to  rabies  are  to  be 
laid  open,  and  burned  out  and  drained,  only  if  seen 
when  fresh — to  cauterize  such  a  wound  made  more 
than  a  few  hours  previously  is  worthless. 

The  above  also  applies  to  other  poisoned  wounds 
—such  as  snake  bites,  etc. 

Never  have  the  people  immediately  kill  a  dog 
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which  has  bitten  someone.  Watch  it  to  see  whether 
it  develops  rabies.  Should  it  be  immediately  killed, 
send  the  brain  and  cord  to  a  competent  pathologist. 

Do  not  forget  that  the  lacerated  and  contused 
wound  (crushed  wounds)  can  never  be  made  a  sterile 
wound  without  favoring  later  infection. 

Never  flush  out  such  a  wound  with  strong  anti- 
§eptics. 

Eemove  all  non-viable  tissue  at  the  first  dressing 
—use  scissors  and  forceps. 

Never  be  guilty  of  closing  such  a  wound  without 
drainage. 

Do  not  forget  attention  to  the  general  health  of 
the  patient  while  treating  any  wound. 

Any  wound  not  inflicted  by  -a  surgeon  at  opera- 
tion is  to  be  regarded  as  infected. 

But  no  matter  whether  you  are  sure  that  it  is  in- 
fected, you  must  be  as  careful  in  your  technic  when 
treating  it  as  you  would  be  if  yo.u  knew  it  to  be 
sterile — you  might  carry  in  bacteria  not  already 
there. 

Remember  that  there  are  various  degrees  of  in- 
fection. Do  not  forget  that  the  healthy  blood  and 
lymph  have  an  antiseptic  value,  and  that  the  body 
can  take  care  of  a  certain  number  of  germs. 

Incised  wounds  can  often  be  closed  without  drain- 
age. If  you  fear  that  you  may  need  drainage,  use 
interrupted  stitches,  that  one  or  two  may  be  re- 
moved without  allowing  the  whole  wound  to  gape. 

Always  regard  gunshot  wounds  as  clean  wounds. 
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Never  probe  any  fresh  wound.  There  are  other 
ways  of  finding  foreign  bodies  that  do  not  favor  deep 
infection. 

Never  be  overanxious  to  get  the  bullet  in  gunshot 
wounds.  Wait.  If  the  bullet  be  sterile,  it  may 
never  bother  the  patient ;  if  not,  an  abscess  will  form 
later ;  and  the  removal  of  the  bullet  would  not  have 
prevented  its  formation,  but  could  have  caused 
death  from  septicemia. 

Eemember  that  the  higher  the  velocity  of  the  bul- 
let, the  less  the  destruction  of  tissue,  and  the  safer 
the  wound. 

Do  not  forget  that  all  penetrating  wounds  of  the 
abdomen,  seen  within  six  hours  of  their  infliction, 
call  for  immediate  laparotomy — never  wait  for 
symptoms  of  peritonitis  to  arise. 

Penetrating  wounds  of  the  chest  call  for  operation 
only  for  the  control  of  bleeding. 

Never  bury  silk  or  other  non-absorbable  suture  or 
ligature  in  any  wound  likely  to  suppurate. 

In  wounds  where  much  destruction  of  skin  has 
occurred,  always  give  the  patient  the  benefit  of  an 
attempt  or  two  at  skin-grafting. 

Eemember  that  grafts  grow  best  when  taken  from 
the  patient.1 

Bear  in  mind  that  grafts  will  never  thrive  in  the 
presence  of  pus,  also  that  the  use  of  antiseptics  on 
the  skin  from  which  the  grafts  are  cut,  on  the  bed 

1  The  drainage  and  dressing  of  wounds  is  taken  up  under  these  headings 
— pp.  59-64. 
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on  which  they  are  to  be  on,  or  on  the  grafts  when  in 
place  is  very  likely  to  kill  all  the  grafts. 

Remember  that  the  granulations  on  which  grafts 
are  "-set"  must  be  firm  and  healthy  and  vascular. 

Always  be  sure  that  there  is  no  active  bleeding,  no 
clotted  blood,  and  no  serum  on  the  surface  before 
you  place  your  graft.  Use  hot  gauze  followed  by  dry 
gauze. 

Be  sure  to  apply  pressure  over  your  grafts  for 
the  first  few  days — this  prevents  accumulation  of 
serum  under  them. 

Bear  in  mind  that  if  serum  accumulate  or  pus 
form  under  it  the  graft  will  die. 

Always  look  next  day  for  the  accumulation  of  fluid 
under  the  grafts,  and  if  blebs  be  seen,  puncture  with 
a  sterile  needle,  and  reapply  pressure. 

Never  use  any  antiseptic  over  your  grafts.  The 
dry  dressing  kept  dry  is  the  best. 

Don't  give  up,  graft  again — and  again,  if  neces- 
sary. 

BURNS. 

Never  fail  to  treat  the  shock,  and  relieve  the  pain. 

Be  very  chary  of  giving  morphin  hypodermatically 
in  children. 

The  deeper  the  burn,  the  less  the  pain. 

The  more  extensive  the  burn,  the  greater  the  shock. 

Eemember  that  normal  saline  and  soda  bicarbon- 
ate solution,  a  teaspoonful  of  each  to  a  pint  of  warm 
water,  as  a  bath,  will  stop  all  pain  very  promptly. 
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"Carron-oil"  is  still  the  most  grateful  dressing; 
use  plenty  of  it,  and  be  sure  it's  sterile. 

If  the  burn  is  extensive,  or  the  patient  a  child  or 
a  nervous  woman,  use  the  Ether  Kausch,  or  gas,  to 
do  the  first  dressing. 

Don't  renew  the  dressings  too  often,  while  the 
burn  is  sensitive — but  don't  allow  them  to  become 
annoying  to  sensitive  nostrils. 

If  the  burn  is  extensive,  don't  uncover  it  all  at  one 
time  while  still  painful — by  the  piece. 

Always  be  on  the  watch  for  renal  as  well  as  for 
duodenal  complications 

Remember  the  liability  to  contractures,  and  try  to 
prevent  them. 

Never  apply  strong  antiseptics — like  bichlorid  and 
carbolic  acid — to  burns.  The  first  is  painful,  and 
both  are  poisons  to  be  eliminated  by  already  over- 
worked kidneys. 

Burns  of  the  first  and  second  degrees  are  best 
treated  by  the  open  method,  but  one  does  not  begin 
the  open  method  so  long  as  exposure  to  the  air  causes 
pain. 

Remember  when  using  the  open  method  that  pus 
must  not  be  allowed  to  remain  and  accumulate  under 
crusts,  and  that  dry  scabs  are  not  to  be  picked  off 
unless  there  is  pus  under  them. 

Salves  and  ointments  are  very  grateful  applica- 
tions, and  prevent  the  dressings  from  adhering. 

Never  use  any  absorbable  poison  as  a  powder  or 
in  an  ointment. 
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Make  no  prognosis  early  in  the  case;  burns,  like 
frost-bites,  are  generally  worse  than  you  think. 

Never  forget  the  real  value  of  skin-grafting  in 
promoting  healing  and  preventing  later  contrac- 
tures. 

Do  not  allow  any  flexion  of  the  head,  and  if  pos- 
sible, keep  the  jaws  fastened  together  while  treat- 
ing a  burn  between  the  chin  and  the  chest. 

If  a  burn  involve  the  skin  of  the  axilla,  the  arm 
must  be  kept  at  right  angles  to  the  body  while  heal- 
ing is  taking  place. 

Generally  speaking,  dress  burns  in  the  flexures 
of  the  joints,  with  the  joint  in  .extension  on  a  splint, 
and  keep  the  limb  so  till  healing  is  complete. 

When  burns  involve  adjacent  surfaces  and  the 
angle  where  these  surfaces  are  continuous — as  the 
fingers,  for  example — the  adjacent  surfaces  are  very 
likely  to  adhere  and  grow  together. 

Spread  the  surfaces  as  widely  apart  as  you  can, 
and  skin  graft  if  possible.  If  grafting  cannot  be 
done,  throw  a  flap  into  the  angle  and  fasten  it  there, 
thus  separating  the  two  surfaces. 

By  far,  more  than  three  quarters  of  the  horrible 
deformities,  due  to  scars  of  burns,  are  preventable  by 
proper  attention  while  treating  the  burn. 

FROST-BITES. 

Do  not  forget  that  the  part  frozen  must  not  be 
thawed  out  quickly. 

• 
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While  restoring  circulation  to  the  part,'  rub  well 
with  cold  water  or  ice  or  snow. 

Never  make  a  prognosis  early  in  the  course  of 
treatment;  it  is  often  quite  impossible  to  say  just 
how  much  has  been  injured. 

In  the  event  of  gangrene  it  is  ordinarily  best  to 
wait  for  a  line  of  demarcation. 

Never  apply  any  dressing  likely  to  constrict  the 
vessels  of  the  part. 

Dress  ordinary  frost-bites  as  you  would  burns. 

Do  not  forget  that  in  old  persons  the  gangrene  is 
apt  to  ascend. 

While  waiting  for  a  line  of  demarcation,  take  care 
to  keep  the  part  dry  and  warm,  and  as  nearly  sterile 
as  possible. 

ABSCESS. 

Never  try  for  fluctuation  across  a  limb,  or  across 
a  muscle.  More  than  one  should  elicit  it,  in  a  doubt- 
ful case.  Always  try  over  the  well  tissue  near  by, 
or  over  the  same  area  on  the  other  side  of  the  body, 
in  doubtful  cases — remember  that  fat,  and  soft  new 
growths  often  give  the  sign. 

Abscess  near  a  joint  often  communicates  with  the 
joint. 

Always  think  of  aneurysm  before  you  open  an  ab- 
scess near  a  large  artery. 

Abscesses  of  the  abdominal  wall  often  originate  in 
affections  of  the  viscera. 
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It  is  cowardly  and  culpable  carelessness  to  wait 
for  "pointing,"  once  you  know  an  abscess  exists — 
also  it  risks  your  patient's  life. 

Eemember  that,  though  it  be  a  collection  of  pus, 
you  are  required  to  take  the  same  precautions  to 
prevent  infection  as  in  dealing  with  clean  wounds— 
to  keep  out  other  bacteria. 

Don 't  fail  to  open  at  what  will  be  during  recovery 
the  most  dependent  part.  Open  widely;  explore 
with  the  finger.  Drain  or  pack.  Never  pack 
tightly,  except  in  bone  abscesses. 

It  is  seldom  necessary  to  remove  and  repack  daily. 
Split  tubes  and  strips  of  rubber  make  the  best  drains. 

Never  forget  to  fasten  your  tubes  in  place  so  that 
they  cannot  slip  in. 

Always  open  early: 

1.  In  the  neighborhood  of  joints. 

2.  In  the  abdominal  wall. 

3.  In  the  neck  and  submaxillary  region — Ludwig  's 
angina. 

4.  In  the  palm  of  the  hand. 

5.  Beneath  the  periosteum. 
60  In  the  marrow  of  bone. 

7.  About  rectum,  prostate,  or  anus. . 

Do  not  irrigate  or  scrape  out  an  acute  abscess 
cavity,  and  if  you  squeeze  out  pus  (even  vrom  a  boil), 
you  do  not  know  pathology  at  all,  and  of  course  are 
not  a  surgeon! 

Bear  in  mind  when  dealing  with  deep  abscess  that 
not  one  bit  more  raw  surface  than  is  necessary 
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should  come  in  contact  with  the  pus.  You  may  do 
a  brilliant  operation  and  establish  drainage  after 
it,  but  lose  your  patient  in  a  few  days  from  general 
septicemia,  as  often  happens  after  panhysterectomy 
in  the  presence,  of  suppuration. 

Beware  of  the  danger  of  general  pyemia  in  ab- 
scess of  bones  and  joints,  and  in  all  abscesses  form- 
ing in  contact  with  the  walls  of  large  veins.  Often  the 
first  signs  are  those  of  brain  abscess  or  meningitis. 

Always  open  metastatic  abscesses  in  pyemia  as 
soon  as  you  find  them.  These  cases  may  be  appar- 
ently hopeless,  and  yet  recover. 

Although  it  is  true  that  in  abscesses  long  en- 
capsulated the  causative  organism  tends  to  lose  its 
virulency,  one  should  always  treat  the  contents  as 
one  would  virulent  pus. 

In  chronic  suppuration  we  have  a  valuable  aid  in 
the  bacterins.  Those  made  with  cultures  from  the 
patient's  own  pus  are  better  than  the  "stock"  va- 
riety. 

Never  plunge  the  knife  as  you  would  a  trocar  in 
opening  an  abscess.  Do  not  fail  to  use  the  stetho- 
scope, and  if  need  be  the  exploring  needle,  before 
opening  an  abscess  near  a  large  artery. 

Always  use  a  hollow  exploratory  needle,  never  a 
grooved  one — it  soils  clean  tissues.  Use  Hilton's 
method  2  when  opening  abscesses,  where  important 
vessels  and  nerves  are  liable  to  injury. 

2  Hilton's  method:  Incise  the  skin  and  then  insert  a  closed  blunt  artery 
forceps  into  the  abscess  cavity  (a  Mayo  scissors  will  do),  and  open  the 
blades  before  withdrawing. 
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Always  remember  that  there  may  be  virtue  in  a 
counteropening  with  through-and-through  drainage. 
The  incision  radiates: 

1.  In  abscess  of  the  breast. 

2.  In  anal  abscess. 

3.  In  scarifying  chemosis  of  the  conjunctiva. 
The  incision  is  longitudinal: 

1.  In  the  limbs. 

2.  In  the  perineum. 

3.  On  the  vertex. 

The  incision  is  transverse  or  as  nearly  as  may  be 
parallel  with  lines  and  folds: 

1.  In  the  neck. 

2.  In  the  face. 

In  abscess  of  the  breast  do  not  be  afraid  of  injur- 
ing the  ducts  and  acini.  Make  the  radiating  incision, 
and  make  it  deep  and  long. 

•  Open  palmar  abscess  early ;  go  in  below  the  super- 
ficial arch  (lower  border  of  outstretched  thumb),  and 
keep  in  the  axial  lines  of  the  fingers,  or  at  sides  of 
palm. 

Remember  that  a  sinus  has  always  a  present  cause 
and  will  not  get  well  unless  that  cause  is  removed, 
but  that  the  cause  of  a  fistula  may  have  long  since 
disappeared. 

Do  not  forget  that  probing  a  sinus  may  cause  fever 
—a  clean  probe  improperly  used  or  a  dirty  one 
though  properly  used;  and  this  applies  even  to  all 
sinuses  and  fistulae. 

It  is  useless  to  merely  scrape  a  sinus — remove  the 
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cause.  "The  best  way  to  follow  the  branches  of 
sinus  or  fistula  is  to  inject  first  with  methylene  blue." 
-C.  H.  Mayo. 

The  Bier  treatment  is  useful  in  treating  all  ab- 
scesses, either  suction  or  obstruction  hyperemia.  It 
should  never  cause  pain,  cold,  or  edema. 

Active  hyperemia  also  does  good — the  moist  pack 
and  hot  bag. 

In  abscesses  in  the  thigh  or  gluteal  region,  re- 
member that  you  are  never  likely  to  obtain  fluctua- 
tion, if  the  pus  be  under  the  deep  fascia.  Do  not 
wait  for  a  gluteal  or  a  femoral  abscess  to  point — it 
may  spread  widely  between  the  muscles  before  it 
shows  at  the  surface. 

Never  fail  to  explore  all  deep  abscesses  with  your 
finger- — small  openings  in  the  walls  often  lead  into 
other  cavities. 

Don't  forget  to  give  rest  to  the  part  while  the  ab- 
scess is  healing — the  more  so  if  muscles  are  involved. 

GANGRENE. 

It  is  only  gangrene  of  the  "moist"  type  that 
can  quickly  cause  death. 

Do  not  forget  that  the  gangrene  may  be  due  to 
arterial  plugging,  and  still  be  "moist." 

No  matter  what  the  cause  of  the  moist  gangrene, 
there  is  always  absorption  of  toxins  from  the  dead 
part.  Keep  this  in  mind,  and  try  to  prevent  absorp- 
tion. 

When  gangrene  is  due  to  bacterial  infection,  there 
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is  always  gas  in  the  tissues,  and  the  gangrene  runs 
a  rapid  course. 

In  all  cases  of  gangrene  examine  the  circulatory 
apparatus  and  the  urine. 

Do  not  wait  for  the  gangrene  to  get  well  before 
beginning  to  treat  the  diabetes. 

In  cases  of  gaseous  phlegmon,  gangrene  due  to 
the  gas  bacillus  or  to  that  of  malignant  edema,  you 
must  act  promptly.  Incise  freely,  separate  the  mus- 
cle planes  where  the  gas  collects,  wash  with  peroxid 
of  hydrogen,  and  be  sure  to  support  the  heart. 

Never  wait  too  long  before  advising  amputation. 

Before  you  make  a  diagnosis  of  Raynaud's  dis- 
ease or  of  ainhum,  be  sure  you  exclude  syphilis  and 
diabetes. 

Bear  in  mind  that  diseases  which  increase  the 
coagulability  of  the  blood  tend  to  produce  gangrene, 
and  the  more  so  in  those  afflicted  with  arterioscler- 
osis. In  these  besides,  the  heart  is  weak,  which  is 
also  a  contributory  cause. 

Watch  out  for  the  premonitory  signs  of  arter- 
iosclerotic  gangrene — numbness,  tingling,  cramps, 
etc. 

Never  forget  that  the  poisons  absorbed  from  the 
part  serve  to  weaken  the  heart — watch  the  pulse. 

Eemember  that  simple  embolic  gangrene  in  a  leg 
may  kill  the  patient  in  two  or  three  days.  Never 
wait,  if  the  patient's  pulse  keeps  high,  for  him  to  get 
weak  and  drowsy. 
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DRAINAGE. 

Always  drain  clean  wounds : 

1.  After  operation  on  the  thyroid  gland. 

2.  When  very  much  raw  surface  is  exposed. 

3.  When  very  much  fat  is  cut. 

4.  Whenever  there  is  very  much  oozing. 

5.  When  the  lymph-channels  have  been  destroyed, 
as  in  the  removal  of  lymphatic  glands. 

6.  When  you  fear  that  the  wound  has  become  in- 
fected during  operation. 

Eeniember  that  the  better  the  surgeon  the  less  need 
for  drainage  in  clean  cases. 

Do  not  leave  drains  in  clean  wounds  longer  than 
seventy-two  hours.  Usually  twenty-four  to  forty- 
eight  hours  are  long  enough.  Be  guided  by  the 
amount  of  discharge  if  the  drain  is  not  blocked. 

Never  use  gauze  for  draining  clean  wounds — use 
split  rubber-tubing  or  pieces  of  rubber-dam  (not 
rubber-tissue). 

Do  not  fail  to  fasten  your  drains  in  place,  and 
never  occlude  a  tube  in  doing  so. 

Never  get  the  habit  of  pulling  a  drain  from  a 
clean  wound  and  putting  in  another — the  wound  will 
not  be  clean  after  you  insert  the  second  tube,  no  mat- 
ter how  clean  yor.  are.  Instead  of  changing  the 
drain,  withdraw  it  a  short  distance,  and  cut  off  the 
end. 

When  you  uncover  a  wound  with  a  tube  in  it,  be 
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careful  that  the  patient  makes  no  movement  which 
may  create,  or  enlarge,  a  cavity  at  the  inner  end  of 
the  tube,  and  cause  air  to  he  sucked  through  .the  tube 
into  the  cavity.  If  such  a  movement  must  be  made, 
keep  the  end  of  the  tube  well  covered  with  gauze 
while  making  it. 

Eemember  that,  if  a  cavity  be  infected,  it  should 
be  packed  (not  too  tightly)  with  gauze. 

For  packing  use  only  gauze  with  selvage  edges, 
and  use,  if  possible,  only  one  long  strip. 

A  small  speculum  or  a  urethroscope  (endoscope) 
makes  a  first-rate  gauze  carrier  in  packing  deep  cav- 
ities. 

Do  not  leave  packing  in  so  long  that  the  patient 
may  become  a  nuisance  in  the  ward,  but  too  fre- 
quent changing  is  harmful. 

Small  portions  of  the  gauze-packing  should  be 
withdrawn  and  cut  off  daily. 

Cut  all  drains  close  to  the  surface — they  are  then 
less  likely  to  loosen  and  do  not  cause  pain  by  be- 
coming caught  in  the  dressings. 

Be  sure  to  drain  all  lacerated  and  contused  wounds, 
except  those  caused  by  projectiles — they  are  always 
infected. 

Never  forget  that  you  just  cannot  make  clean  a 
wound  once  infected.  You  may  have  obtained  union 
by  first  intention  after  sewing  up  such  a  wound,  but 
you  did  so  in  spite  of  the  fact  that  infective  material 
was  still  in  it. 
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Eemember  that  the  incision  should  be  large  enough 
to  permit  free  flow  of  fluid. 

Be  sure  to  drain  at  what  will  be  for  the  longest 
time  during  th'e  twenty-four  hours  the  most  depend- 
ent part  of  the  cavity. 

If  an  abscess  or  compound  fracture  in  a  limb  need 
drainage,  you  will  get  better  results  if  you  make  a 
counteropening -and  fasten  tubes  in  all  openings. 

Always  remember  that  if  your  drainage  is  good  the 
patient's  temperature  will  not  rise  much  above  100° 
F.  unless  complications  set  in. 

Do  not  irrigate  abscess  cavities  unless  the  pus  is 
so  very  thick  that  it  will  not  flow  through  your  tubes. 

Never  use  peroxid  of  hydrogen  to  flush  a  cavity. 
Pieces  of  debris  may  momentarily  block  the  exit,  and 
the  walls  of  the  abscess  may  rupture  and  cause  the 
spread  of  infectious  material. 

Never  permit  a  widely  undermined  area  to  drain 
through  a  small  opening — incise  the  overlying  tis- 
sues from  one  edge  of  the  cavity  to  the  other  unless 
important  structures  would  be  cut  in  so  doing;  in 
that  case,  it  is  better  to  make  openings  at  the  edges, 
and  in  the  center,  and  insert  drains. 

After  having  packed  a  cavity  with  iodof orm  gauze, 
for  instance,  at  operations  on  the  bones,  it  is  worse 
than  useless  to  remove  the  same  the  next  day. 
Leave  it  in  place  at  least  a  week  or  ten  days  before 
you  disturb  it,  unless,  of  course,  there  are  signs  of 
irritation  or  putrefaction. 
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DRESSING. 

Never  dress  a  wound  unless  it  needs  it. 

Eemember  that  the  function  of  gauze  is  to  ab- 
sorb secretions,  and  that  of  cotton  is  to  keep  out 
bacteria  and  to  afford  physical  protection. 

Always  bear  in  mind  the  fact  that  wet  cotton  does 
not  keep  out  bacteria,  but  favors  their  entrance. 

Be  sure  to  change  all  dressings  on  clean  wounds 
just  as  soon  as  secretions  begin  to  come  through. 

Whether  to  use  wet  or  dry  dressings  over  clean 
wounds  is  still  a  debated  question  in  some  places. 
There  are  those  who  still  insist  that  healing  is  more 
kindly  under  the  moist  dressing — but  in  some  hos- 
pitals in  England  they  still  insist  that  results  are 
better  under  antiseptic  dressings !  The  best  sur- 
geons in  the  world  today  dress  clean  wounds  dry. 

When  changing  a  dressing  on  a  clean  wound,  be 
just  as  clean  as  you  would  be  at  an  operation. 

Have  the  fresh  dressing  ready  to  apply  just  as 
soon  as  the  soiled  one  is  removed — never  allow  the 
wound  to  be  unnecessarily  exposed  to  the  air. 

We  see  a  lot  .of  "frills"  lately  in  doing  dressings. 
That  of  not  allowing  even  the  sterile  gloved  hand  to 
touch  the  dressings  of  a  clean  case,  but  rather  using 
sterile  forceps,  is  the  most  recent.  If  you  know  how 
to  avoid  infecting  a  wound  at  operation,  and  there 
use  sterile  gloved  hands,  surely  you  may  apply 
sterile  dressings  to  a  wound  with  sterile  gloved 
hands. 
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Always,  however,  remove  dressings  with  forceps 
if  you  can. 

In  dressing  an  infected  wound  never  allow  even 
your  sterile  gloved  hand  to  come  in  contact  with  the 
dressings.  Here  is  the  place  to  use  long  sterile  for- 
ceps. Keep  your  hands  clean  that  you  may  do  clean 
surgery. 

All  acutely  inflamed  wounds  should  be  dressed 
wet. 

Do  not  use  strong  antiseptics  as  wet  dressings. 
The  days  of  the  bichlorid  pack  and  the  carbolic  com- 
press have  passed ;  and  it  is  well,  for  they  were  dan- 
gerous. It  has  been  proved  experimentally  and 
clinically  that  even  better  results  are  obtained  by 
normal  saline  solution. 

Acetate  of  aluminum,  2-4  per  cent  solution,  is  very 
widely  used.  It  hastens  separation  of  sloughs  and 
promotes  healing. 

A  wet  dressing  will  absorb  better  if  not  covered 
by  rubber-tissue,  or  oiled  silk;  allow  evaporation, 
and  change  the  dressing  frequently — keep  it  moist. 

The  alcohol  pack  is  popular  for  acute  infections. 
It  is  used  from  50  per  cent  to  full  strength,  and  both 
the  denatured  and  the  pure  ethyl  alcohol  are  used. 

Do  not  cover  an  alcohol  compress  with  rubber  or 
oiled  silk,  unless  you  know  that  the  patient's  skin  will 
not  blister  therefrom.  There  are  patients  whose 
skins  are  very  sensitive  to  alcohol  and  blister  readily 
—also  gangrene  of  fingers  and  toes  has  been  so 
caused,  even  with  weak  Solutions. 
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Do  not  use  denatured  alcohol  a(s  a  pack,  i.  e.,  do  not 
cover  with  rubber,  etc. 

All  ulcers  and  chronic  wounds  " clean  off"  much 
more  rapidly  under  hot  fomentations — hot  moist 
dressings. 

Do  not  refuse  to  apply  an  ointment  to  a  wound— 
a  clean  granulating  wound  is  the  place  for  an  oint- 
ment. Use  some  mild  stimulating  antiseptic,  but  al- 
ways use  a  little  less  than  the  pharmacopeia  indi- 
cates until  you  see  how  your  patient  bears  it. 

Never  allow  the  granulations  to  become  higher 
than  the  surrounding  skin  surface,  else  healing  will 
be  retarded.  When  they  attempt  to  pass  this  level, 
or  if  they  are  unhealthy  at  any  time,  use  stick  nitrate 
of  silver  or  desiccated  alum. 

Do  not  pull  off  dressings  from  a  granulating  sur- 
face. To  do  so  is  to  destroy  some  of  Nature 's  work. 
A  weak  solution  of  peroxid  of  hydrogen  will  do  less 
harm,  and  acts  well  in  loosening  dressings. 

If  pus  is  thick  and  clogs  the  dressings,  put  citrate 
of  soda,  oz.  1  to  a  pint,  in  the  solution  from  which 
you  wring  the  gauze. 

Remember  that  you  can  dress  a  wound  too  often. 

Very  often  you  will  have  to  do  extensive  and  pain- 
ful dressings  in  nervous,  weak,  hyperesthetic  individ- 
uals. Ac.custom  yourself  to  use  the  Ether  Rausch 
in  such  cases,  and  your  patients  "will  rise  up  and 
call  you  blessed." 

Always  bear  in  mind  the  value  of  hot  wet  dress- 
ings in  allaying  pain  in  acute  inflammatory  condi- 
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tions,  and  you  can  keep  a  wet  pack  warm  with  hot- 
water  bottles,  or  Japanese  stoves. 

SYPHILIS. 

Never  forget  that  one  can  have  acquired  syphilis 
without  knowing  that  he  had  a  primary  sore.  The 
primary  sore  may  have  been  an  insignificant  "pim- 
ple." 

Do  not  take  the  patient's  word  that  he  had  or  has 
not  had  syphilis — get  a  history. 

Be  very  suspicious  of  urethral  chancre,  if  there 
be  an  acute  painless  discharge  from  the  urethra. 

You  can  never  make  a  diagnosis  on  the  clinical 
characters  of  the  sore. 

-  Always  remember  that  the  secondaries  may  be  de- 
layed three  months — more,  if  mercurials  have  been 
given. 

The  Wassermann  test  seems  to  mean  syphilis,  but 
its  absence  does  not  mean  "no  syphilis."  It  is  still 
sub  judice. 

Ehrlich's  "606"  does  not  cure  in  one  dose,  but  it 
does  act  wonderfully  in  most  cases  of  active  lues- 
don 't  give  it  in  your  office. 

Never  fail  to  warn  the  patient  with  syphilis  of  the 
communicability  and  seriousness  of  the  disease. 

Do  not  begin  mercurials  until  you  have  put  the 
mouth  in  order  and  told  the  patient  how  to  keep  it  so. 

Never  conclude  that  a  former  rash  was  syphilitic, 
without  making  sure  that  the  patient  was  not  taking 
the  balsams  at  the  time. 
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Although  you  may  think  of  congenital  syphilis 
whenever  you.  see  an  opaque  cornea,  or  "Hutchin- 
son's  teeth,' 'you  must  never  make  a  diagnosis  of 
lues  on  either  one  alone.  But  both  together  .with 
"rhagadic"  scars,  or  early  deafness,  mean  congeni- 
tal syphilis  and  nothing  else. 

Always  remember  that  a  syphilitic  rash  may  itch, 
though  as  a  rule  it  does  not  do  so. 

Never  fail  to  have  good  daylight  in  examining  for 
skin  lesions. 

Do  not  forget  that  the  earlier  treatment  is  begun 
the  more  likely  is  cure  to  result. 

Give  not  your  sanction  to  the  marriage  of  a  syph- 
ilitic for  at  least  three  years  after  the  termination 
of  a  full  course  of  treatment — not  then  if  "  remind- 
ers "  have  appeared  in  the  interval. 

It  is  generally  useless  to  persist  in  a  therapeutic 
test  if  no  improvement  is  evident  after  three  weeks. 

As  a  matter  of  routine  give  mercury  with  the  iodid, 
and  both  with  "  606. " 

Eemember  that  luetic  lesions  are  made  worse  by 
alcoholic  drinks. 

Syphilitic  otitis  media  (congenital)  rarely,  if  ever, 
causes  pain,  but  can  and  does  cause  permanent  deaf- 
ness, and  of  course,  dumbness,  if  not  promptly 
treated.  Watch  for  it,  and  combat  it.. 

Congenital  syphilitic  iritis  comes  on  in  the  first  six 
months  and  may  leave  the  child  blind  for  life  before 
you  notice  it — watch  for  it?  and  be  sure  to  use  atro- 
pin. 
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Do  not  forget  that  syphilis  can  simulate  almost 
any  skin  disease. 

Bear  in  mind  that  many  patients  who  cannot  bear 
mercury  can  do  so  if  it  is  combined  with  opium. 

Eemember  to  use  iron  and  quinin  in  conjunction 
with  your  mercurials  when  treating  ulcerative.  le.- 
sions  in  cachectic  patients. 

Always  use  local  as  well  as  general  measures  in 
treating  ulcerative  lesions. 

Never  forget  that  tertiary  syphilis  of  the  tongue 
can  very  much  resemble  cancer. 

Always  bear  in  mind  the  fact  that  gummata  may 
grow  anyivhere,  and  are  often  excised  under  the  diag- 
nosis of  sarcoma. 

Do  not  imagine  that  because  a  lesion  is  luetic  it 
is  in  duty  bound  to  disappear  as  if  by  magic  under 
the  wonderful  influence  of  mercury,  potassium  iodid, 
"606,"  or  what  not — a  few  strokes  of  the  knife, 
gouge,  or  rongeur  will  very  often  be  urgently  re- 
quired, and  more  often  profoundly  beneficial. 

Look  for  Treponema  pallidum  (Spirochceta  pal- 
lida)  in  a  suspected  chancre,  but  if  you  do  not  find  it, 
never  say  the  sore  is  therefore  not  syphilitic. 

Eecollect  that  congenital  bone  lesions  come  on  in 
early  infancy;  watch  for  them,  and  do  not  forget 
that  the  bone  lesions  of  lues  are  the  lesions  most 
often  needing  surgical  as  well  as  specific  treatment. 

Never  promise  to  cause  absorption  of  a  bony  node 
by  giving  medicines. 

Always  remember  that  if  a  gumma  be  in  the  brain 
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and  the  patient's  condition  be  serious  it  is  very  dan- 
gerous to  wait  for  the  action  of  syphilitic  remedies- 
much  better  do  a  decompression  operation,  and  then 
exhibit  your  specifics. 

Do  not  forget  that  epilepsy  in  a  child  may  mean 
congenital  syphilis. 

Never  be  in  haste  to  excise  a  testicle  because  of 
abnormal  enlargement,  but  try  antisyphilitic  reme- 
dies first. 

Eemember  that  congenital  lues  may  attack  the 
testes  early  or  late,  and  don't  believe  that  it  "al- 
ways attacks  the  body  of  the  testes  alone.'9 

Bear  in  mind  that  the  more  cachectic  the  patient 
the  worse  the  prognosis,  since  these  bear  the  treat- 
ment badly. 


CHAPTER  VI. 
DISEASES  OF  BONES  AND  JOINTS. 

SURGERY  OF  BURS^E. 

Remember  that  bursae  form  under  the  skin  when- 
ever it  may  be  exposed  to  remittent  or  intermittent 
long-continued  pressure  with  friction. 

Do  not  forget  that  an  infected  bursa  does  not  heal 
readily  after  " incision  and  drainage"  as  ordinary 
abscesses  do — the  lining  membrane  of  the  bursa 
must  be  completely  destroyed  before  healing  can 
occur. 

It  is  never  good  surgery  to  try  to  dissect  out  an 
acutely  inflamed  bursa  or  cyst. 

Bear  in  mind  that  a  goodly  number  of  chronically 
inflamed  bursse  are  tubercular. 

Don't  forget  the  frequency  of  subacromial  bur- 
sitis  as  a  cause  of  stiffness  of  the  shoulder  and  "del- 
toid paralysis." 

Always  remember  that  bursa3  and  ganglia  near  a 
joint  may  communicate  with  the  joint — always  ex- 
amine in  both  flexion  and  extension,  and  try  to  re- 
duce the  cyst  content  into  the  joint  if  it  be  near 
where  a  bursa  normally  communicates  with  a  joint. 

Before  you  inject  an  irritant  fluid  into  a  bursa  for 
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the  purpose  of  obliterating  it,  be  sure  that  the  bursa 
does  not  communicate  with  a  joint. 

SURGERY  OF  BONES  AND  JOINTS. 

Before  you  make  a  diagnosis  of  acute  rheumatism 
or  rickets  in  a  child,  be  sure  that  you  have  excluded 
acute  osteomyelitis. 

Eemember  that  the  most  common  cause  of  acute, 
usually  multiple,  arthritis  in  infancy  is  pyogenic 
infection,  and  it  generally,  but  not  necessarily,  fol- 
lows some  one  of  the  infectious  diseases. 

Always  remember  that  pus  forming  in  the  epi- 
physeal  end  of  a  bone,  or  pus  under  the  periosteum 
of  the  epiphysis,  will  very  soon  invade  the  near-by 
joint. 

You  must  operate  at  once  if  you  make  a  diagnosis 
of  acute  osteomyelitis.  If  operation  is  refused  get 
out  of  the  case. 

Never  be  satisfied  with  simply  incising  the  peri- 
osteum even  though  it  be  "floating  on  pus."  If 
you  made  a  diagnosis  of  acute  osteomyelitis  before 
operation,  you  must  open  the  medullary  cavity  of 
that  bone,  or  your  operation  is  incomplete. 

In  operating  for  acute  osteomyelitis,  do  not  for- 
get that  though  you  open  the  medullary  cavity  at 
what  was  the  most  painful  point  and  do  not  find  pus 
yet  you  must  drain — you  reached  it  early,  before 
pus  formed,  and  saved  the  patient  from  harm. 

Be  on  the  watch  for  metastatic  abscesses  after  sup- 
puration in  bones  and  joints. 
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Do  not  forget  that  you  must  keep  that  bone  wound 
open  and  packed  if  it  is  to  heal  from  the  bottom — 
granulating  wounds  in  bone  heal  better  if  they  are 
firmly  packed. 

Never  forget  the  principle,  "rest  to  the  injured 
part,"  when  dealing  with  wounds  and  infections  of 
bones  and  joints,  and  don't  forget  splints  to  prevent 
fracture  after  opening  for  osteomyelitis. 

In  chronic  osteomyelitis  never  wait  for  a  sheath 
of  new  bone  (involucrum)  to  acquire  strength  before 
operating. 

Do  not  forget  that  in  necrosis  of  bone  it  takes 
longer  for  the  dead  tissue  to  loosen  from  the  living 
than  in  necrosis  elsewhere.  A  good  line  of  demarca- 
tion will  not  form  in  less  than  eight  weeks. 

Be  sure  to  remove  all  the  dead  bone,  and  with  the 
minimum  of  injury  to  the  living,  else  someone  will 
have  to  finish  your  task. 

Bear  in  mind  that  in  the  young  osteomyelitis  of 
the  shaft  is  not  likely  to  extend  beyond  the  epiphy- 
seal  cartilage  and  so  infect  the  joint — be  careful 
lest  you  be  the  cause  of  joint  infection  by  injuring 
the  epiphyseal  cartilage  while  operating. 

In  chronic  osteomyelitis  of  children  always  have  a 
"Wassermann"  and  a  "von  Pirquet"  made. 

Remember  that  slight  injuries  over  subcutaneous 
bone  are  likely  to  be  followed  by  subperiosteal  sup- 
puration in  certain  individuals. 

Bear  in  mind  that  the  periosteum  ends  at  the  ar- 
ticular surface  and  is  most  firmly  attached  at  the 
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epipliyseal  line;  therefore  pus  under  the  periosteum 
between  these  two  points  soon  invades  the  joint. 

Never  forget  that,  if  acute  periostitis  occur,  and 
pus  form  under  the  periosteum,  necrosis  of  under- 
lying bone  will  soon  follow.  Do  not  wait  for  sup- 
puration; make  an  early,  free,  and  aseptic  incision 
and  drain. 

You  will  sometimes  find  painful  nodes  on  bones  in 
luetics,  and  find  that  neither  the  pain  nor  the  nodes 
disappear  as  if  by  magic  under  KI  and  Hg.  Incise 
them,  and  scrape  out  their  jelly-like  contents. 

Do  not  fail  to  investigate  for  malignant  disease 
when  a  bone  fractures  with  very  slight  violence; 
and  remember  that  the  malignant  disease  at  the 
fracture  site  is  either  primary  sarcoma  or  meta- 
static  carcinoma. 

Never  be  too  hasty  with  your  knife  in  fluctuating 
swellings  in  and  around  joints — aspirate  first,  and 
examine  the  fluid. 

Do  not  forget  that  fluid  in  a  joint  is  a.  condition 
to  be  treated  surgically,  no  matter  what  the  charac- 
ter of  the  fluid  may  be,  or  no  matter  in  what  dis- 
ease the  condition  may  arise,  but  bear  in  mind  that 
surgical  treatment  is  not  always  operative. 

The  injection  of  liquor  formaldehydi  in  glycerin 
into  infected  joints  is  strongly  advocated  by  Doctor 
John  B.  Murphy,  instead  of  the  present  custom  of 
drainage — it  is  too  early  for  us  to  be  dogmatic  about 
it. 

Always  remember  that  most  cases  of  chronic  joint 
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swelling  are  due  to  tuberculosis  and  that  the  dis- 
ease begins  in  the  neighboring  bone. 

The  very  first  and  most  important  principle  in 
the  cure  of  tuberculous  disease  of  joints  is:  rest  to 
the  joint. 

If  you  make  a  diagnosis  of  "  rheumatism "  or 
"growing  pains "  and  fail  to  exclude  tuberculosis 
when  a  child  complains  of  persistent  pain  in  a  joint, 
a  judgment  for  malpractice  is  too  good  for  you — 
ten  years  in  the  penitentiary  should  be  the  mini- 
mum. 

Do  not  forget  that,  in  tuberculosis  of  bones  and 
joints  of  young  people,  if  you  make  an  early  diag- 
nosis and  apply  proper  treatment,  practically  all 
get  well  without  impairment  of  function. 

In  the  old  or  debilitated  or  those  with  progressing 
tuberculosis  elsewhere,  do  not  trifle  with  tubercu- 
losis of  bone  or  joint — operate  early  where  ac- 
cessible, and  be  radical. 

Do  not  be  in  a  hurry  to  operate  on  early  bone 
and  joint  tuberculosis  in  young  people,  even  though 
effusion  be  present — never  forget  the  great  li- 
ability to  secondary  pyogenic  infection,  and  this 
always  makes  a  bad  condition  worse. 

Do  not  inject  quantities  of  bismuth,  iodoform, 
etc.,  into  joints  without  remembering  that  one  can 
poison  a  patient  with  these  remedies — don't  use 
too  much,  and  watch  for  symptoms. 

"  How  long  must  the  child  wear  the  'brace/  the 
1  jacket/  or  the  'cast,'  doctor!"  is  a  question  you 
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must  often  answer.  In  cases  seen  early  keep  the 
part  at  rest  for  at  least  one  year  after  all  pain  has 
ceased. 

When  you  apply  a  jacket  or  brace  for  a  curvature 
or  Pott's  disease  of  the  spine,  be  sure  to  warn  the 
people  that  it  is  not  to  cure  the  deformity  present, 
but  to  prevent  it  from  getting  worse. 

Never  forget  that  the  very  best  way  to  rest  the 
spine  is  to  put  the  patient  in  bed,  and  remember  that 
children  have  to  be  fastened  in  the  recumbent  posi- 
tion or  they  do  not  remain  long  in  it  at  a  time. 

In  tuberculosis  of  bones  and  joints  remember 
that,  try  how  you  may,  you  are  not  likely  to  get  rid 
of  all  the  tubercle  unless  by  wide  and  complete 
excision.  This  is  rarely  necessary.  The  great 
remedy  is  prolonged  absolute  rest.  Never  forget, 
however,  that  you  can  greatly  aid  Nature  by  even 
incomplete  removal,  when  there  is  extensive  disease, 
and  by  hygienic  and  dietetic  treatment.  They  al- 
most all  get  entirely  well  if  taken  in  time,  and 
treated  properly. 

In  bone  and  joint  tuberculosis  be  sure  to  try 
tuberculin  according  to  the  late  methods  of  usage. 
If  you  fail  to  get  results  with  tuberculin  in  the  bone 
and  joint  tuberculosis  of  children,  try  that  made 
from  the  bovine  type. 

But  though  you  use  tuberculin,  be  sure  that  you 
use  the  other  essential  measures  as  well. 

The  joints  and  bones  of  the  lower  limb  can  never 
be  perfectly  put  at  rest,  no  matter  what  appliance 


DISEASES   OF    BONES   AND   JOINTS.  75 

is  used,  if  the  patient  goes  about  without  a  high- 
soled  shoe  on  the  other  foot. 

The  "Thomas  splint "  is  a  useful  appliance,  but 
never  force  the  child  to  lie  on  a  very  hard  bed  while 
wearing  one. 

Never  use  brisement  force  to  overcome  deformity 
in  tuberculous  joints — miliary  tuberculosis! 

Never  examine  a  swelling  or  injury  in  or  near  a 
joint  without  examining  the  corresponding  joint  an 
the  other  limb,  and  do  not  fail  to  examine  in  all 
conditions  of  the  limb — flexion,  extension,  rotation, 
etc. 

Remember  that  "shoulder- joint  disease"  is  often 
disease  of  the  subacromial  bursa. 

It  is  possible  that  a  chronic  arthritis  may  be  due 
to  absorption  of  poisons  from  a  sluggish  bowel. 

In  chronic  arthritis  rest,  heat,  and  counterirrita- 
tion  may  be  continued  alone,  as  long  as  passive  mo- 
tion causes  pain — after  that,  in  addition,  passive 
and  then  active  motion.  Look  out  for  ankylosis, 
and  remember  that  cold  makes  the  condition  worse. 

Always  overcome  recent  contractures  with  slow 
extension. 

In  chronic  contractures  never  break  muscles  or 
tendons — do  tenotomy. 

Bear  in  mind  while  "breaking  down  adhesions": 

(1)  That  disuse  causes  atrophy  of  bone  as  well  as 
muscle,  and  fracture  occurs  easily. 

(2)  That  bones  of  children  and  old  people  break 
easily. 
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(3)  That  your  efforts  may  be  followed  by  the 
"  lighting-up "  of  an  old  quiescent  tuberculosis. 

Always  grasp  the  bones  near  the  joint,  and  pro 
ceed  slowly. 

Be  sure  to  apply  the  ice  bag  afterward. 

Never  forget  that  rapid  wasting  is  never  seen  in 
the  muscles  around  a  "hysterical"  joint. 

Before  you  make  a  diagnosis  of  tubercular  disease 
in  the  swollen  painless  joint  of  an  adult,  be  sure  to 
examine  the  nervous  system  for  tabes,  syringo- 
myelia,  etc. 

Always  remember  that  after  forty  in  many  per- 
sons even  normal  joints  become  ankylosed  if  kept 
immobilized  too  long.  Use  massage  and  passive  mo- 
tion and  prevent  such  a  condition. 

Joints  are  notoriously  hard  to  drain.  Be  sure  to 
apply  the  rule  "drain  at  the  most  dependent  part." 
Through-and-through  drainage  is  better,  but  don't 
pass  tubes  or  other  drains  right  through;  insert 
from  opposite  sides  just  within  the  capsule. 

Never  flush  a  joint  with  strong  antiseptics — use 
nothing  stronger  than  normal  saline,  and  you  will 
destroy  the  function  of  fewer  joints. 

Do  not  rub  and  scour  internal  surfaces  of  joints 
unless  you  want  to  promote  the  formation  of  fi- 
brous adhesions. 

Don't  forget  that  sinuses  near  a  joint  often  com- 
municate with  the  joint. 

Remember  that  a  sinus  always  has  a  present  cause 
— remove  the  cause,  and  the  sinus  will  heal. 
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Never  operate  on  a  sinus  without  first  injecting 
bismuth  milk  and  "taking  the  x-ray  picture." 

Where  many  sinuses  are  found  in  the  subcutane- 
ous tissue,  methylene  blue,  injected  before  opera- 
ting, makes  their  excision  easier. 

Do  not  forget  the  possibility  of  "hemarthrus" 
before  you  make  a  diagnosis  of  sarcoma  in  the  knee- 
joint. 

Remember  that  syphilis  attacks  the  joints  in  both 
the  secondary  and  tertiary  stages,  and  that  the 
tertiary  is  the  more  dangerous. 


CHAPTER  VII. 
FEACTUEES. 

No  matter  who  you  are,  you  can  never  become  ex- 
pert in  the  treatment  of  fractures  unless  you 
know  osteology  and  myology  better  than  the  aver- 
age. 

You  cannot  always  bring  the  upper  fragment  into 
line  with  the  lower,  but  you  can  always  bring  the 
lower  into  line  with  the  upper,  and  hold  it  there. 

Always  apply  your  traction  in  the  line  of  the  up- 
per fragment. 

See  all  fractures  within  eighteen  hours  after  ap- 
plying the  first  dressing. 

Never  give  a  patient  morphin  or  other  opiate 
after  dressing  a  fracture. 

Delirium  tremens  and  pneumonia  are  serious 
complications  in  any  fracture — prevention  is  better 
than  cure. 

Fat-embolism  is  predisposed  to  by  improper  fixa- 
tion; fat  patients  with  delirium  tremens  are  the 
most  liable  to  it — it  will  not  likely  happen  after  the 
fourth  day. 

When  reduction  of  a  simple  fracture  cannot  be 
obtained  or  maintained,  open  operation  is  indi- 
cated— wire,  stitch,  peg,  or  plate. 

78 
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Never  put  even  a  gloved  finger  into  the  wound 
when  operating  on  fractures. 

For  the  past  few  years  some  surgeons  have  been 
following  (or  trying  to)  the  lead  of  Mr.  Arbuthnot 
Lane,  of  London,  and  using  plates  very  freely  to 
properly  "set"  the  fracture.  If  we  should  plate  all 
fractures  as  some  advise,  we  would  have  a  great  deal 
more  operating  (which  has  certain  advantages) ;  for 
one  surgeon  often  puts  them  in,  and  another  takes 
them  out. 

In  hardly  any  other  branch  of  surgery  do  aseptic 
technic  and  gentle  care,  combined  with  skill  and 
speed,  count  for  so  much  as  in  the  operative  treat- 
ment of  fractures. 

If  you  decide  to  plate  or  do  other  operation  on  a 
fracture,  it  is  better  to  wait  till  at  least  nine  days 
after  the  accident — much  less  danger  of  infection. 

A  surgeon  finds  the  number  on  which  he  must 
operate  forms  a  very  small  percentage  of  his  total. 

You  cannot  treat  a  fracture  properly  until  you 
have  made  a  diagnosis,  and  no  diagnosis  is  complete 
that  does  not  state  the  displacement. 

You  are  more  likely  to  know  the  displacement  if 
you  know  the  direction  of  the  violence  and  the  at- 
tachments of  the  muscles  that  control  the  frag- 
ments. 

If  you  can  do  so,  always  use  the  x-ray  after  re- 
duction; to  do  so  before  is  advisable,  but  not  so  im- 
portant. 

Eemember  that  in  the  presence  of  great  swelling 
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even  an  expert  without  the  x-ray  cannot  say  when 
good  reduction  has  been  made;  better  wait  for  the 
swelling  to  subside  before  "setting"  than  to  have  a 
persistent  deformity. 

Next  in  importance  to  learning  how  to  properly 
apply  splints  and  dressings  is  to  learn  that  better 
results  can  be  obtained  by  using  an  anesthetic  while 
you  reduce  and  fix. 

Confirm  your  diagnosis  before  you  attempt  reduc- 
tion when  your  patient  is  anesthetized. 

Crepitus  is  a  valuable  sign  but  should  be  the  last 
one  sought ;  it  is  often  absent  in : 

(1)  Impaction. 

(2)  Entire  separation  of  fragments. 

(3)  Interposition  of  soft  parts. 
Pseudocrepitus     may    fool    you — look    out     for 

tenosynovitis,  osteoarthritis,  and  caries. 

Always  look  at  once  for  pulse  below  in  fracture  of 
the  limb  above. 

For -your  own  protection  be  sure  that  you  know 
whether  nerves  were  involved  or  not  when  you  took 
charge  of  the  case,  and  warn  the  patient.  When 
discovered  later,  the  patient  attributes  them  to  the 
treatment,  and  brings  suit  for  malpractice. 

Be  certain  to  examine  all  the  bones  and  joints  in 
unconscious  or  shocked  patients  after  accidents. 

Always  examine  the  neighboring  joints  in  all  frac- 
tures. 

When  dislocation  complicates  a  fracture,  reduce 
the  dislocation,  and  then  set  the  fracture. 
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Never  place  recent  fractures  in  plaster  of  Paris 
or  other  permanent  dressing,  if  there  is  much  bruis- 
ing of  the  soft  parts. 

If  you  apply  plaster  to  a  recent  fracture,  warn 
the  patient  that  there  may  be  swelling;  and  if  so, 
you  must  at  once  remove  it.  Pain  after  the  plaster 
sets  means  imperfect  reduction;  while  pain  coming 
on  later  means  swelling,  so  that  in  either  case  you 
must  remove  the  plaster. 

It  has  been  said  "pad  all  bony  prominences" 
don't  do  it!  Pad  around  the  prominences  so  that 
there  be  no  pressure  on  the  bony  part.  Be  sure  to 
pad  all  normal  hollows  under  your  splints.  Do  not 
allow  skin  surfaces  to  come  in  contact  with  each 
other — pad  and  powder. 

Never  use  absorbent  cotton  for  padding. 

Do  not  fail  to  apply  a  snug  bandage  from  fingers 
or  toes  to  the  point  of  fracture  in  a  limb — it  in- 
creases comfort  and  prevents  swelling. 

Never  bandage  over  the  site  of  fracture. 

Whenever  you  fear  a  stiff  joint  after  a  fracture, 
fix  the  limb  in  the  position  of  greatest  utility,  and 
warn  the  patient. 

Ischemic  paralysis — "Volkmann's  contracture  " 
is  due  to  lack  of  blood  supply  to  the  part,  and  it 
follows  tight  bandaging,  or  tight  splinting  over  re- 
cent fractures  with  ensuing  swelling.     The  limb  can 
be  lost  in  twelve  hours ;  be  on  your  guard ! 

Children  with  simple  fractures  of  the  long  bones 
sometimes  develop  osteomyelitis  at  the  site  of  frac- 
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ture.  Look  for  foci  of  suppuration  elsewhere — 
gums,  teeth,  tonsils,  middle  ear,  furuncles,  etc.— 
and  inquire  as  to  their  presence  during  the  past 
month. 

In  all  open  fractures  use  the  mixed  staphylococcus 
vaccines  at  once. 

In  epiphyseal  fractures  give  a  guarded  progno- 
sis— growth  of  the  limb  may  be  interfered  with,  but 
not  necessarily  so. 

In  separation  of  broad  epiphyses  shortening  is  not 
likely,  but  irregular  projection  the  rule. 

Don't  forget  the  value  of  passive  motion  and  mas- 
sage in  preventing  stiffness  in  immobilized  joints 
and  in  all  joint  fractures.  Begin  not  later  than  the 
second  week. 

In  open  fractures  remember  that  drainage  must 
be  secured,  the  poison  introduced  must  be  removed. 
Never  wash  and  scrub  the  interior  of  the  wound,  or 
flush  it  with  antiseptics,  hoping  to  sterilize  it. 

Eemove  what  dirt  you  can  with  forceps  and  scis- 
sors. Trim  off  all  lacerated  tissue  and  take  out 
spicules  of  bone  likely  to  perish.  If  you  must  wash, 
irrigate  with  normal  saline.  Set  the  fracture — 
plate  or  wire  if  need  be.  Drain  with  strips  of  rub- 
ber-dam (dental  rubber),  laid  to  each  recess  and 
corner  of  the  wound.  Do  not  leave  drains  in  place 
longer  than  forty-eight  hours  unless  suppuration 
has  ensued.  Close  the  skin  wounds,  and  reopen  if 
temperature  rises  after  twenty-four  hours. 

Primary  closure  of  wounds  in  the  soft  parts  has 
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often  been  made  with  good  results.  It  may  be  per- 
missible where  the  wound  is  very  small  and  made  by 
the  bone  fragments,  but  never  where  it  is  likely  that 
the  deep  parts  are  infected.  Watch  the  tempera- 
ture, and  reopen  if  it  rise  on  the  second  day  or  later. 
Never  drain  through-and-through  gunshot  frac- 
tures, or  probe  for  the  bullet.  Use  the  x-ray  if  you 
can,  but  do  no  cutting  for  drainage  unless  signs  of 
infection  supervene. 

SKULL. 

Fractures  of  the  skull,  even  of  the  base,  may 
be  present  without  symptoms  other  than  those  of 
slight  concussion. 

Many  lives  are  lost  in  fractures  of  the  skull,  be- 
cause of  pressure  of  blood  or  serum.  If  there  be 
pressure,  it  is  your  duty  to  relieve  it,  and  don't  wait 
too  long. 

If  you  don't  know  which  side  is  fractured,  open 
both.  Small  trephine  openings  can  be  quickly  made, 
and  when  the  site  of  bleeding  is  found,  may  be  easily 
enlarged.  If  your  operation  is  going  to  do  any 
good,  it  must  relieve  the  pressure.  It  ought  to  re- 
move clots  and  stop  bleeding. 

Lumbar  puncture  may  show  blood  in  fracture  of 
the  skull;  if  the  first  one  doesn't,  make  others  at 
intervals  until  your  diagnosis  is  made. 

"If  the  first  lumbar  puncture  does  not  show  blood 
in  fractured  skull,  make  another  puncture  higher 
up."— V.  P.  Blair. 
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The  first  danger  is  pressure;  the  second  menin- 
gitis. 

Urotropin,  grains  30-40,  should  be  introduced  into 
the  patient's  system  as  soon  as  possible,  and  the 
daily  use  of  a.  like  quantity  continued  till  danger 
of  meningitis  is  passed — it  may  cause  acute  nephri- 
tis ;  watch  the  urine. 

If  you  do  a  craniotomy  for  fracture  of  the  skull 
and  find  the  dura  intact  and  pulsating,  do  not  open 
it. 

If  there  is  an  extravasation  of  blood  under  it,  the 
dura  has  a  bluish  color  and  does  not  pulsate. 

Do  not  conclude  that  because  it  does  not  pulsate 
there  is  clot  underneath — it  may  be  elsewhere. 

Always  remember  how  easy  it  is  to  infect  the  sub- 
dural  space. 

The  best  instrument  for  making  a  small  hole  in 
the  skull  is  the  Doyen  "  f raise, "  or  one  like  it. 

Be  sure  that  your  bur-holes  are  not  too  far  apart, 
or  you  will  saw  brain  or  membranes. 

Do  all  you  can  to  lessen  cerebral  congestion — use 
the  ice  bag,  quiet,  and  darkness. 

Prefer  bromids  to  opiates. 

Don't  forget  the  value  of  venesection  in  the  ple- 
thoric. 

Never  use  forcible  restraint. 

The  crosser  the  patient,  the  better  the  prognosis. 

Do  not  forget  that  there  are  late  sequelae  of  frac- 
ture of  the  skull,  and  warn  the  people. 

Have  a  competent  neurologist  in  the  case  with  you. 
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NOSE. 

A  bad  result  in  fracture  of  the  nose  is  a  lasting 
advertisement.  If  you  fear  you  are  not  able  to  cope 
with  it,  do  not  touch  it. 

An  internal  deformity  is  not  so  bad  for  you,  but 
is  really  worse  than  an  external  one  for  the  patient 
— it  also  gets  worse  with  time. 

An  unnoticed  hematoma  of  the  septum  will  likely 
soon  lead  to  perforation — look  for  it. 

Once  properly  reduced,  the  deformity  doe's  not 
tend  "to  recur. 

Never  try  to  set  a  fractured  nose  without  a  gen- 
eral anesthesia — Ether  Rausch. 

Always  treat  fracture  of  the  nose  as  compound; 
the  nasal  cavity  is  almost  always  opened — use  the 
precautions  against  infection. 

The  most  serious  complications  are  sinus  infec- 
tion, pneumonia,  and  meningitis. 

LOWER  JAW. 

Fracture  of  the  lower  jaw  is  nearly  always  com- 
pound. If  there  are  teeth,  the  wiring  of  the  lower 
to  the  upper,  both  sides,  is  the  easiest  and  best  proce- 
dure. 

Never  use  a  general  anesthetic  while  wiring  jaws 
together — postanesthetic  vomiting  may  kill  your  pa- 
tient. 

Be  sure  to  keep  the  mouth  as  nearly  sterile  as  pos- 
sible. 
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Give  the  mixed  vaccines  at  once. 

Never  remove  a  tooth  unless  it  prevents  reduc- 
tion. 

The  old  four-tailed  bandage  and  box  splint,  mod- 
eled on  the  same  pattern,  are  good  agencies  for 
increasing  the  deformity. 

In  case  there  are  no  teeth  and  the  fracture  is  in 
the  body  of  the  bone,  have  a  good  dentist  in  the  case 
with  you,  and  try  to  apply  an  inside,  or  inside-and- 
outside,  splint.  If  you  are  unable  to  maintain  reduc- 
tion in  this  way,  wire  or  plate. 

LARYNX. 

Fracture  of  the  larynx  is  generally  fracture  of  the 
thyroid  cartilage.  For  fracture  here  or  in  the  hyoid 
bone,  you  may  have  to  do  a  tracheotomy  for  edema  of 
the  glottis. 

SPINE. 

Always  remember,  before  you  attempt  to  treat  a 
fractured  spine,  that  the  patient  may  die  suddenly 
while  you  are  moving  him  or  applying  a  dressing- 
warn  the  people. 

The  higher  the  fracture,  the  higher  the  immediate 
death-rate,  and  the  greater  risk  of  death  while  re- 
ducing. 

If  all  reflexes  are  lost,  let  there  be  no  expectant 
treatment — operate  at  once. 

Eemember  that  the  usual  displacement  is  upper 
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fragment  forward  with  flexion  of  the  column  at  the 
point  of  fracture. 

Bear  in  mind  that  there  can  be  complete  paralysis 
and  no  fracture,  also  that  one  may  operate  on  a 
fracture  with  complete  paralysis  and  find  that  the 
cause  of  the  paralysis  is  inside  the  cord,  and  so,  un- 
relievable. 

A  fracture  can  be  present  without  complete 
paralysis. 

If  a  paralysis  comes  on  or  grows  worse  after  the 
accident  without  movement  of  the  fragments,  it  is 
due  to  hemorrhage  or  edema. 

The  lower  the  fracture,  the  better  the  prognosis. 

You  never  can  tell  how  far  restoration  will  pro- 
gress, or,  when  once  begun,  when  it  may  cease  and 
degeneration  ensue. 

There  is  no  way  of  telling  unless  you  see  the  cord 
—and  sometimes  one  cannot  then  tell — how  much  in- 
jury has  been  inflicted. 

If  there  are  no  pressure  symptoms,  make  no 
strenuous  attempt  to  correct  the  deformity. 

Watch  that  retention  of  urine  does  not  occur,  but 
do  not  catheterize  more  frequently  than  need  be— 
every  twelve  hours  will  generally  suffice. 

Try  to  prevent  cystitis — argyrol  injection  after 
catheterization,  and  urotropin  internally. 

Bedsores  will  appear  and  must  be  treated. 

The  question  of  operating  is  an  unsettled  one. 
Operation  should  never  be  attempted  by  an  occa- 


83  GOLDEN    EULES    OF    SURGERY. 

sional  operator.  In  low  fractures  I  favor  early 
investigation  when  it  can  be  done  under  good  sur- 
roundings, and  by  an  expert.  Under  other  circum- 
stances I  advise  suspension  and  fixation. — C. 

RIBS. 

Always  examine  all  the  ribs  when  called  to  a  pa- 
tient unconscious  after  an  accident. 

Be  sure  you  are  palpating  the  same  rib  in  front 
of  as  behind  the  fracture — remember  the  natural 
slope,  downward  and  forward. 

If  the  patient  cannot  feel  the  crepitus  and  you  can- 
not elicit  it  in  the  usual  way,  the  stethoscope  may  aid 
you. 

If  you  suspect  a  fracture  treat  as  one. 

Eemember  that  pneumothorax  may  develop,  and 
unless  soon  relieved,  kill  your  patient. 

Also  bear  in  mind  that,  if  pneumothorax  persist, 
it  is  very  likely  to  give  way  to  pyopneumothorax. 

Watch  for  signs  of  internal  bleeding  after  even 
simple  fractures. 

You  may  fix  the  chest  either  with  an  adhesive 
swathe  or  plaster-of -Paris  jacket. 

It  is  certain  that  unless  the  adhesive  goes  at  least 
two  thirds  around  the  chest  -it  does  little  good. 

Take  off  your  fixed  dressing  at  once,  unless  it  im- 
mediately makes  the  patient  more  comfortable.  . 

Always  be  careful  about  immobilizing  the  chest  in 
elderly  or  emphysematous  patients. 
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Be  sure  you  do  not  mistake  the  crepitus  of  a 
normal  interchondral  articulation  for  that  of  a  frac- 
tured rib — watch  it  in  the  8th,  9th,  and  10th. 

When  immobilizing  the  chest  wall  be  sure  that  you 
do  not  immobilize- the  abdomen  as  well. 

An  adhesive  swathe  should  extend  at  least  3  inches 
above  and  the  same  below  the  fracture,  and  be  sure 
to  put  it  on  in  forced  expiration. 

PELVIS. 

Kemember  the  most  usual  site — through  the  thy- 
roid ring. 

Always  believe  the  urethra  to  be  torn  if  there  is 
bleeding  from  the  urethra  after  the  accident,  and 
observe  great  caution  in  trying  to  pass  a  catheter. 

Do  not  use  a  metal  catheter  if  you  fear  the  urethra 
has  been  ruptured. 

In  case  of  retention,  after  fracture  of  the  pelvis 
with  injury  of  the  urethra,  it  is  safer  to  tap  the  blad- 
der suprapubically  than  to  make  many  attempts  to 
catheterize,  but  remember  that  you  must  operate 
anyway ;  so  act  promptly  before  the  retention  can  do 
harm. 

Watch  for  bleeding  from  the  rectum,  and  be  sure 
to  palpate  the  pelvis  either  through  rectum  or  va- 
gina. 

Never  allow  yo'ur  patient  to  try  to  sit  up  or  above 
all  to  try  to  walk  within  at  least  eight  weeks  after 
a  fracture  of  the  pelvis. 
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If  you  apply  an  adhesive  swathe,  be  careful  you 
do  not  apply  it  too  tightly,  and  increase  the  displace- 
ment. 

Do  not  attempt  to  treat  a  patient  with  a  fractured 
pelvis  without  having  him  on  a  fracture-bed. 

Coccygodynia  is  often  traceable  to  kicks,  etc.,  in 
the  region  of  the  coccyx — look  for  old  fracture. 

CLAVICLE. 

Eemember  that  in  fracture  of  the  clavicle  in  chil- 
dren no  displacement  is  the  rule — the  fracture  being 
subperiosteal. 

It  is  easy  to  fail  to  diagnose  a  subperiosteal  frac- 
ture— impaired  function  and  local  tenderness  are 
always  present. 

An  untreated  fractured  clavicle  can  cause  acute 
wry  neck  and  scoliosis  in  children. 

Do  not  apply  adhesive  straps  in  the  case  of  young 
children;  they  are  uncomfortable,  and  the  skin  ex- 
coriates easily. 

SHOULDER  AND  ARM. 

Three  things  to  differentiate  in  fracture  at  the  up- 
per end  of  the  humerus :  dislocation  of  shoulder, 
fracture  of  neck  of  scapula,  and  fracture  of  humerus. 

In  fracture  of  the  acromion  or  neck  of  the  scapula 
do  not  pad  the  axilla ;  it  acts  as  a  fulcrum  and  throws 
the  head  of  the  humerus  outward,  thus  tending  to 
separate  the  fragments. 

Eemember  that,  as  the  arm  hangs  by  the  side, 
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there  is  wider  space  between  it  and  the  body  at  the 
elbow  than  there  is  higher  up. 

If  the  anatomical  neck  is  broken  through,  it  is  best 
to  remove  the  upper  fragment. 

Be  sure  that  the  lower  fragment  is  in  the  same 
straight  line  with  the  upper,  or  that  their  lines  are 
parallel  and  near  each  other,  before  applying  trac- 
tion in  fractures  of  the  shaft.  Watch  for  involve- 
ment of  the  musculospiral  nerve  in  all  shaft  frac- 
tures. 

Always  immobilize  the  forearm  when  the  shaft 
of  the  humerus  is  broken,  and  if  the  fracture  is  near 
the  lower  end  of  the  humerus,  be  sure  to  immobilize 
hand  and  fingers  for  the  first  ten  days  at  least. 

ELBOW. 

Bear  in  mind  that  the  ulnar  nerve  is  in  close  con- 
tact with  the  internal  condyle. 

Always  wire  a  fractured  olecranon  if  there  is 
wide  displacement;  it  can  be  done  subcutaneously 
under  novocain  without  entering  the  joint,  and  be 
sure  to  dress  in  extension  afterward. 

A  part  chipped  from  the  head  of  the  radius,  or 
the  head  itself  free  in  the  joint,  had  better  be  re- 
moved at  once. 

Always  use  passive  motion,  early  begun,  and  you 
will  be  surprised  to  see  how  few  stiff  joints  will 
persist. 

Passive  motion  that  causes  real  pain  is  always 
harmful. 
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FOREARM  BONES. 

Wliqn  both  bones  of  the  forearm  are  broken  at 
the  same  level,  and  there  is  approximation  of  ulnar 
to  radial  fragments,  take  no  chances  of  impaired 
function  by  treating  expectantly,  but  operate,  and 
plate  or  wire. 

Even  an  expert  may  be  unable  to  obtain  perfect 
reduction  and  retention  in  a  Colles'  fracture,  and 
deformity  may  persist — warn  the  patient. 

Never  immobilize  the  fingers  for  a  Colles7  frac- 
ture. A  stiff  hand  after  a  Colles'  fracture  should 
be  cause  for  a  damage  suit. 

Take  an  articulated  forearm  and  hand  or  look 
at  the  bones  of  the  same,  just  after  the  muscles  have 
been  removed,  and  place  the  hand  in  straight  line 
with  the  forearm  bones.  Observe  that  the  backs  of 
the  radius,  carpus,  and  metacarpus  are  nearly  in  the 
same  straight  line;  and  notice  anteriorly  a  hollow 
above  the  lower  end  of  the  radius,  below  this  a  rough 
projection  of  radius  and  carpus,  and  again  below 
this  the  larger  hollow  of  the  metacarpus.  There- 
fore apply  and  fix  the  posterior  splint  first,  and  re- 
move it  last  in  treating  the  Colles',  and  don't  forget 
to  * '  cut  out ' '  for  the  head  of  the  ulna. 

If  you  know  how  to  apply  ordinary  board  splints, 
you  will  never  use  anything  else. 

Eemember  that  ordinarily  there  is  displacement 
in  two  directions  in  the  Colles  '—overcome  both. 

If  there  is  much  tendency  to  redisplacenient  in  a 
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Colles ',  it  is  nearly  certain  that  soft  parts  are  inter- 
posed— reduction  is  incomplete. 

Do  not  get  the  habit  of  calling  any  fracture  in  the 
lower  half  of  the  forearm  a  Colles'. 

Adhesive  strips  at  the  proper  points  to  hold  your 
posterior  splint  in  place  are  better  than  a  bandage. 

Always  allow  for  swelling  when  you  apply  two 
splints. 

FEMUR. 

Never  let  your  diagnosis  be  "only  a  contused 
hip"  in  old  people,  without  a  very  careful  and  thor- 
ough examination  to  exclude  fracture  of  the  neck 
of  the  femur.. 

Never  look  for  crepitus  when  examining  for  frac- 
ture of  the  femoral  neck — lest  you  break  up  an  in- 
paction. 

Eemember  that  old  and  feeble  patients,  if  kept  in 
bed  in  fixed  dressings,  develop  pneumonia  or  bed- 
sores, or  both. 

Do  not  be  in  haste  to  advise  operation  for  frac- 
ture of  the  neck  of  the  femur  in  old  persons.  The 
death-rate  is  high.  Many  old  people  would  prefer 
to  live  a  while  longer,  even  though  they  might  have 
a  permanent  limp. 

Watch  the  fracture  in  the  upper  third  of  the  shaft. 
Non-union  and  vicious  union  occur  so  often  here  be- 
cause few  know  the  usual  displacement  or  realize 
the  importance  of  having  the  line  of  traction  in  the 
line  of  the  upper  fragment  or  near  it. 
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Always  have  a  support  under  the  patient 's  mat- 
tress to  prevent  sagging  at  the  hips. 

Use  coaptation  splints  (four),  but  first  bandage 
the  limb  from  the  toes  to  the  site  of  fracture. 

Never  attempt  to  set  a  broken  thigh-bone  without 
an  anesthetic. 

Bear  in  mind  the  danger  of  traction  with  the  knee 
extended,  when  reducing  or  treating  a  fracture  just 
above  the  condyles.  The  jagged  upper  end  of  the 
lower  fragment  is  brought  into  contact  with  the  pop- 
liteal vessels  by  the  pull  of  the  gastrocnemius. 

The  Hodgen  splint  is  ideal  for  comfort,  and  those 
who  know  how  to  use  it  get  good  results  with  it— 
if  you  don't  know  it  well  or  if  you  can't  see  your 
patient  daily,  do  not  use  it. 

PATELLA. 

When  the  fragments  are  widely  separated,  there 
should  be  no  question  of  the  advisability  of  opera- 
tion. 

If  you  are  doing  surgery  only  occasionally,  you 
should  never  operate  on  a  large  or  important  joint. 

In  all  compound  fractures  the  fragments  should 
be  held  together  by  wiring  or  by  20-day  catgut. 

When  there  is  not  much  separation  of  fragments, 
non-operative  results  are  as  good  as,  if  not  better 
than,  the  operative,  but  the  operated  cases  get  well 
sooner. 

When  you  operate  for  a  recent  fracture  of  the 
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patella,  be  sure  to  remove  all  blood-clots  from  the 
knee-joint. 

Keep  all  strain  off  the  fragments  for  at  least  six 
weeks. 

LEG. 

Always  flex  the  knee  if  you  wish  to  overcome  short- 
ening in  fracture  of  the  leg-bones. 

Unless  both  bones  are  broken,  there  can  be  no 
shortening. 

In  applying  weights  for  extension  bear  in  mind 
that  the  muscles  tire  with  a  lighter  load  as  time 
passes ;  where  it  takes  forty  pounds  the  first  day  or 
two,  soon  ten  or  less  may  suffice.  Do  not  pull  the 
fragments  apart. 

In  a  Pott's  fracture  over  correct  the  deformity. 
Begin  massage  early  and  passive  motion  in  ten  days. 
Warn  against  a  stiff  ankle  and  limp. 

Don 't  forget  to  support  the  foot  in  extreme  dorsal 
flexion  while  the  patient  is  in  bed  with  fractured  leg 
or  thigh;  otherwise  his  toe  will  drag  long  after  he 
begins  to  go  about. 

Always  warn  against  postfractural  swelling  and 
pain.  Massage  and  hot  air  relieve  both. 

USE  OF  PLASTER. 

The  very  best  padding  to  protect  bony  prom- 
inences under  plaster  is  saddlers'  felt. 

Make  your  own  plaster-of-Paris  bandages.     Get 
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only  the  "Best  Dental  Plaster, "  and  keep  it  in  a 
tight  tin  box  in  a  dry  place. 

Use  either  gauze  (coarse  cheesecloth)  or  crinoline 
for  the  bandages — and  don't  have  glue  in  the  crino- 
line. 

Work  the  plaster  into  the  bandage,  but  never  roll 
your  bandages  tight — always  very  loose. 

Wrap  your  plaster-bandage  in  one  or  two  thick- 
nesses of  soft  paper — Japanese  napkins — and  tie 
loosely  in  bow-knots. 

If  you  use  the  plaster  named,  kept  as  directed,  put 
no  salt  in  the  water. 

Always  use  a  bucketful  of  water  to  moisten  your 
plaster-bandage ;  in  basins  or  bowls  the  water  is  often 
too  shallow.  Use  cold  water. 

Put  the  paper-wrapped  bandage  into  the  water 
and  do  not  squeeze  it — when  bubbles  stop  rising,  it 
is  ready. 

Eemember  that  if  you  have  to  cut  a  window  you 
must  reinforce  at  this  point. 

Do  not  use  absorbent  cotton  under  plaster.  Use 
6  '  raw  cotton. ' '  The  best  of  all  is  the  glazed  ' '  sheet 
cotton,"  applied  bandage-wise  over  close-fitting 
drawers  or  undershirt. 

Never  put  a  plaster-mold  on  the  leg  or  thigh  with- 
out anchoring  it  with  adhesive  or  using  a  suspender ; 
it  sags  as  the  limb  becomes  thinner  and  becomes  un- 
comfortable, perhaps  causing  pressure  sores. 

When  the  ankle  must  be  fixed  in  plaster,  be  sure 
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to  let  the  plaster  come  well  out  on  the  toes,  and  thus 
avoid  swelling  of  these. 

In  holding  the  limb  in  position  be  sure  not  to  grasp 
the  soft  plaster  so  as  to  cause  denting,  and  thus 
have  spots  of  local  pressure  to  cause  discomfort  or 
pressure  sores. 

Don't  forget  the  scratcher  under  the  plaster  next 
the  skin  for  the  comfort  of  the  little  patient. 

Eemember  that  it  is  the  business  of  the  surgeon 
himself  to  hold  the  limb  in  proper  position  while 
the  plaster  is  being  applied. 


CHAPTEE  VIII. 
DISLOCATIONS. 

Never  attempt  to  reduce  a  dislocation  of  the 
humerus  in  an  old  person,  without  knowing  the  con- 
dition of  the  arteries.  You  can  easily  rupture  an 
atheromatous  or  brittle  vessel. 

Always  try  to  make  the  dislocated  bone  retrace 
its  steps  in  reduction.  Manipulation  is  much  better 
than  pulling. 

After  a  humerus  has  been  dislocated  four  weeks, 
it  is  dangerous  to  use  much  force  in  attempts  at  re- 
duction. You'll  injure  vessels  or  nerves  or  break 
the  surgical  neck !  Better  to  cut  down  and  replace. 

When  you  have  failed  in  every  other  method  and 
are  going  to  try  "the  heel  in  the  axilla/'  be  sure  to 
first  remove  your  shoe. 

Don't  forget  that  "the  heel  in  axilla  method"  is 
the  one  for  injuring  vessels  and  nerves. 

When  the  elbow  is  dislocated,  the  olecranon  has 
always  lost  its  normal  relation  to  the  humeral  con- 
dyles — in  the  supracondylar  fracture  their  relations 
are  unchanged. 

Do  not  try  to  reduce  a  dislocated  elbow  by  forcibly 
flexing  the  elbow  over  your  knee. 

To  reduce  a  backward  dislocated  elbow:  increase 
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the  extension  and  apply  traction  and  countertraction, 
till  the  coronoid  process  clears  the  lower  edge  of  the 
articular  surface  of  the  humerus,  and  then  flex. 

Take  an  x-ray  picture — there  may  be  a  compli- 
cating fracture — and  govern  your  prognosis  accord- 
ingly. 

Don't  forget  the  "pulled  elbow "  in  children;  it 
is  very  easily  replaced  if  done  at  once — otherwise  an 
ugly  deformity  persists. 

Dislocations  at  the  wrist  are  very  rare ;  most  likely 
you  have  to  deal  with  a  Colles'  fracture. 

If  you  have  overcome  the  deformity  in  either  case, 
you  have  accomplished  reduction. 

"A  dislocated  thumb"  means  generally  a  disloca- 
tion backward  at  the  metacarpophalangeal  joint  of 
the  thumb.  Never  try  to  pull  it  into  place.  In- 
crease the  deformity  by  hyperextending  as  far  as 
possible,  and  then  push  the  base  of  the  first  phalanx 
over  the  rounded*  metacarpal  head — then  flex  to  nor- 
mal. If  it  is  not  thus  reducible,  anesthetize,  and  if 
need  be,  operate  at  once. 

If  any  metacarpophalangeal  dislocation  persist- 
ently recur  after  reduction,  suspect  fracture  of  the 
head  of  the  metacarpal  bone — x-ray,  operate,  and 
fix. 

Dislocations  of  the  spine  are  nearly  always  frac- 
ture-dislocations. Be  very  careful  in  moving  the 
patient  in  attempting  reduction  or  in  applying  a  cast ; 
even  with  the  greatest  care,  sudden  death  may  occur. 
They  are  most  common  in  the  cervical  region. 
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Dislocations  at  the  hip  are  best  reduced  by  manip- 
ulation. Locate  the  head,  and  the  acetabulum ;  then 
remember  the  relation  of  the  shaft  of  the  femur  to 
the  neck  and  head,  and  reduction  is  easy. 

//  the  deformity  recur  after  reducing  a  dislocated 
hip — and  it  may  be  said  after  reducing  any  disloca- 
tion— suspect  a  complicating  fracture,  x-ray,  oper- 
ate, reduce,  and  fix.  In  case  there  be  a  fracture 
which  favors  recurrence  of  a  dislocation,  if  possible 
fix  the  joint  in  such  a  position  that  there  is  no  pres- 
sure on  the  broken  part;  otherwise  you  must  use 
traction — therefore,  in  fracture  of  the  acetabular 
rim  with  dorsal  displacement,  fixation  in  the  Stim- 
son  position  is  indicated. 

An  epiphyseal  separation  at  the  lower  end  of  the 
femur  may  be  mistaken  for  a  dislocation  of  the  knee, 
and  shortening  may  occur  later.  If  you  are  not 
certain  and  cannot  x-ray,  be  careful  in  your  prog- 
nosis and  treat  as  a  fracture. 

Compound  dislocations  are  as  dangerous  with  re- 
gard to  sepsis  as  compound  fractures,  and  are  most 
often  complicated  by  fracture.  Secure  reduction, 
drainage,  and  fixation,  and  expect  a  stiff  joint. 

If  a  dislocation  be  compound  do  not  irrigate  the 
joint-cavity  or  swab  the  joint-surfaces  with  strong 
antiseptics.  Sterilize  the  neighboring  slun,  pick  out 
all  foreign  matter  with  sterile  forceps,  and  cut  away 
devitalized  tissue.  If  you  must  irrigate  to  get  rid 
of  fine  particles,  use  nothing  more  irritating  than 
warm  normal  saline — reduce,  sew  up  rent  in  capsule, 
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without  draining  the  joint,  drain  wound  in  tissues 
down  to  sewn  capsule.  Inject  10-20  cubic  centi- 
meters of  2  per  cent  formaldehyde  in  glycerin,  and 
immobilize.  Inject  again  after  24  hours,  first  as- 
pirating if  necessary.  A  third  injection  in  two  or 
three  days  if  temperature  rises  will  prevent  infection 
and  preserve  the  function  of  the  joint. — John  B.  Mur- 
phy. 

Do  not  forget  that,  whenever  you  have  to  drain  a 
joint  through  and  through,  or  where  you  use  strong 
antiseptics  in  a  joint  cavity,  you  favor  the  formation 
of  fibrous  tissue  and  the  lessening  of  the  function  of 
the  joint. 

If  you  are  called  to  a  dislocation  which  someone 
else  has  tried  to  reduce,  look  for  pulse,  and  paralysis 
below  the  dislocated  joint,  before  you  attempt  re- 
duction; also  test  for  fractures. 

Be  sure  to  guard  your  thumbs  in  reducing  a  dislo- 
cation of  the  jaw. 

Let  it  be  your  practice  as  well  in  dislocations  as 
in  fractures  to  take  an  x-ray  picture  whenever  you 
can ;  you  will  be  surprised  at  the  frequency  of  accom- 
panying fracture. 

UPPER  LIMB. 

Hand. — Dactyiitis  arising  "  idiopathically "  in  in- 
fants is  practically  always  syphilitic. 

Always  have  the  radiographic  plate  near  by  so 
that  you  may  consult  it  frequently,  when  operating 
for  foreign  body  in  the  tissues. 
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Never  try  to  remove  a  needle  or  other  elusive  for- 
eign body  through  a  ' '  linear  incision  at  right  angles 
to  the  long  axis  of  the  foreign  body. ' '  Eaise  a  flap 
that  has  for  its  center  the  site  of  the  object  sought. 
Should  it  not  be  found  in  the  superficial  fascia,  raise 
another  flap  of  deep  fascia,  and  so  on,  till  the  object 
is  reached. 

Ever  remember  the  value  of  fixation  in  all  hand  in- 
juries and  infections — the  splint  and  the  sling  are 
the  most  important  parts  of  the  dressing. 

Be  sure  to  splint  not  only  the  finger,  but  the  whole 
limb,  if  an  injury  or  infection  be  more  than  very 
slight. 

Do  not  forget  that  the  deep  felon  causes  no  swell- 
ing at  first ;  watch  for  the  intensely  painful,  but  non- 
swollen,  finger — it  means  felon  in  the  early  stage. 
Look  for  the  painful  point,  and  plunge  a  narrow- 
bladed  knife  down  to  the  bone  at  that  point. 

Never  forget  that  scars  should  not  be  so  placed 
as  to  be  exposed  to  pressure,  or  so  as  to  interfere 
with  tactile  sensation. 

Bear  in  mind  that  failure  to  act  promptly  with 
felon  means  loss  of  at  least  the  phalanx  involved; 
the  bone  dies  very  quickly. 

Look  again  at  the  anatomy  of  the  hand.  Remem- 
ber the  dangerous  digits — little  finger  and  thumb. 

Be  careful  that  you  do  not  make  a  bad  matter 
worse  by  opening  through  superficial  suppuration 
into  a  synovial  sheath — infection  of  the  latter  is  sure 
to  follow. 
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Bear  in  mind  that  certain  lymphatic  infections  of 
the  fingers,  hand,  and  forearm  are  made  worse  by 
incision. 

In  infection  of  the  carpal  bursa,  drain  early;  if 
flexor  sheaths  of  thumb  and  little  finger  are  involved, 
they  must  be  opened  in  lower_thenar  and  hypothenar 
eminences,  and  the  bursa  itself  is  opened  above  the 
wrist. 

Thin  strips  of  strong  rubber  drain  well  and  cause 
only  slight  pressure  on  the  tendons. 

If  your  drain  fits  tiglitly  alongside  tendons,  there 
will  be  no  drainage,  and  there  will  be  softening  and 
sloughing  of  the  tendons. 

Do  not  hesitate  to  divide  the  annular  ligament  if 
you  think  drainage  is  insufficient  otherwise,  but  dress 
the  wrist  in  hyperextension  until  healing  is  well 
advanced — function  is  not  lost;  it  is  hardly  im- 
paired. 

After  draining  tendon-sheaths,  do  not  keep  drains 
in  too  long,  and  be  sure  to  begin  passive  motion  in  the 
second  week. 

Never  try  to  deal  with  a  serious  pus  infection  in 
the  palm,  wrist,  or  forearm  without  rendering  the 
part  or  the  patient  anesthetic.  A  properly  done  first 
treatment  will  save  time,  and  likely  function  of  the 
part.  I  use  the  Ether  Eausch  or  intravenous  anes- 
thetic, as  seems  best  adapted  to  the  case. — C. 

Kemember  the  liability  to  tetanus,  and  give  the 
serum  at  once  after  all  crushed,  lacerated,  or  punc- 
tured wounds  in  the  hands. 
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Eemember  that  infections  spread  easily  along  the 
tendons — along  the  flexors  more  easily. 

In  palmar  abscess  keep  in  mind  the  fact  that  there 
are  three  compartments. 

I  take  this  opportunity  to  say  that  the  work  of 
Kanavel  on  the  Hand  should  be  studied  by  every 
graduate  in  medicine. — C. 

Do  not  forget  that  the  strong  palmar  fascia  pre- 
vents early  "pointing"  of  pus  under  it. 

Do  not  wait  for  fluctuation  before  incising  for  pus 
in  the  palm. 

Local  anesthesia — especially  ethyl  chlorid — is  re- 
sponsible for  a  great  deal  of  the  improper  treatment 
in  acute  infections  generally,  and  in  those  of  the 
hand  in  particular. 

When  about  to  amputate  for  crushed  fingers  or 
hand  in  working-persons,  never  mind  how  it  looks ; 
save  just  as  much  as  you  can. 

Eemember  that  to  be  of  most  use  the  stump  of  a 
finger  must  have  tendons  to  manipulate  its  most 
distal  portion.  If  you  amputate  proximal  to  the 
tendon  attachments,  fasten  the  tendons  to  the  stump. 

When  you  operate  on  a  hand  or  foot  or  anywhere, 
where  skin  and  bone  are  not  widely  separated  by 
soft  structures,  do  not  use  thick  material  for  liga- 
tures or  sutures.  Use  fine  catgut,  "0"  or  "OO," 
or  fine  silk — and  do  not  tie  large  knots. 

The  tendons  of  the  fingers  are  often  severed. 
Never  undertake  to  sew  them  unless  you  are  sure 
you  can  identify  them.  Primary  suture  should  be 
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the  rule,  and  remember  that  tendons  take  about  six 
weeks  to  heal  properly. 

Do  not  lightly  attack  a  Dupuytren's  contraction; 
remember  they  have  a  habit  of  recurring. 

Eemember  the  value  of  massage,  passive  motion, 
and  dry-heat  baths  in  limbering  up  stiff  fingers, 
wrists,  etc.,  after  infection  or  long  immobilization 
from  any  cause. 

Be  on  your  guard  in  putting  on  packs  and  com- 
presses on  fingers  or  toes.  Eemember  that  carbolic 
acid  and  lysol,  etc.,  often  cause  gangrene  and  that 
alcohol  in  some  persons  does  the  same  if  covered 
with  rubber  or  oiled  silk,  etc.,  while  denatured  alco- 
hol even  without  the  rubber  or  silk  has  been  known 
to  blister. 

You  will  be  consulted  about  certain  non-traumatic 
contractures  appearing  in  the  hand — think  of  the 
muscular  atrophies,  injuries,  or  disease  of  the  pe- 
ripheral nerves,  and  disease  of  the  central  nervous 
system. 

Wrist. — Ganglion  of  a  tendon-sheath  should  never 
be  ruptured  subcutaneously — it  may  be  tubercular. 

Eemember  that  tendon-sheaths,  both  flexors  and 
extensors,  are  subject  to  tuberculosis.  Never  tem- 
porize. Clean  and  complete  removal  of  the  diseased 
sheaths,  closure  without  drainage,  and  immobiliza- 
tion with  early  passive  motion  will  bring  good  re- 
sults. Also,  use  tuberculin. 

Long  flaps  on  the  back  of  the  hand  often  slough, 
and  they  are  far  more  likely  to  do  so  if  roughly 
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handled  or  washed  on  the  raw  surface  with  strong 
antiseptics. 

A  sprained  wrist  should  be  immobilized  and 
x-rayed.  Many  a  sprained  wrist  is  a  fractured  car- 
pal bone,  or  radius. 

The  saying  that  "a  Colles'  fracture  always  leaves 
persistent  deformity  "  is  a  falsehood. 

Do  not  forget  if  in  doubt  about  whether  to  resect 
or  to  amputate  that  a  resection  is  better  than  an 
amputation. 

When  you  have  pus  in  the  front  of  the  wrist,  de- 
cide what  relation  it  bears  to  the  tendons  before  you 
attempt  to  open  it. 

Eemember  that  the  possibilities  of  its  position  in 
relation  to  them  are  three,  and  each  requires  a  differ- 
ent method  of  attack. 

If  dealing  with  pus  in  the  forearm,  do  not  use 
through-and-through  antero-posterior  drainage,  but 
pass  transverse  drains  in  front  of  or  behind  the  ten- 
dons or  muscles,  or  between  them  in  the  normal 
anatomical  planes. 

Do  not  forget  the  value  of  ' '  Bier 's  hyperemia ' '  in 
infections,  acute  as  well  as  chronic,  but  do  not  rely 
on  it  alone.  Use  all  other  aids  that  you  can  with  it. 

Forearm. — Do  not  forget  that  there  is  a  bursa  be- 
tween the  radial  tuberosity  and  the  biceps  tendon  at 
the  elbow,  and  that  it  sometimes  becomes  inflamed. 

An  unreduced  "  pulled  elbow "  will  not  much  in- 
terfere with  the  function  of  the  limb  later  in  life,  but 
if  the  patient  be  a  female,  the  surgeon  consulted  will 
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often  be  blamed  later  (and  rightly)  for  the  deform- 
ity. 

If  you  ever  must  immobilize  a  limb  so  that  skin 
surfaces  are  in  apposition,  do  not  fail  to  use  some 
non-absorbent  cotton  for  pads,  and  powder  the  skin 
with  talcum. 

When  you  have  reason  to  believe  that  an  injury 
will  lead  to  stiffness  in  the  elbow,  fix  the  arm  in 
what  will  be  the  most  useful  position. 

Again  be  warned  against  making  a  diagnosis  of 
" simple  contusion"  in  injuries  near  joints.  Dislo- 
cations, epiphyseal  separations,  and  joint  fractures 
are  far  more  common  than  is  generally  believed. 
Either  x-ray  or  treat  seriously. 

If  you  want  to  quickly  compress  the  brachial 
artery,  grasp  the  arm  about  its  middle  with  your 
similar  hand  (if  his  right  use  your  right,  etc.)  as 
you  stand  in  front  of  the  patient ;  your  thumb  on  the 
inner  side  of  the  arm  and  your  fingers  and  palm  at 
the  back  and  outer  side,  and  press  thumb  hard 
against  the  bone. 

A  "  deltoid  paralysis "  is  often  due  to  a  chronic 
or  subacute  subacromial  bursitis,  and  if  so,  can  be 
cured  by  complete  movements  under  an  anesthetic, 
with  massage,  etc.,  afterward. 

Never  leave  a  ruptured  biceps  to  take  care  of  it- 
self— suture  and  immobilize  in  acute  flexion. 

Do  not  be  in  haste  to  cure  a  baseball  player's 
4 'glass  arm"  by  operation.  There  is  lack  of  agree- 
ment as  to  the  pathology. 
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LOWER  LIMB. 

Foot. — Pains  in  the  feet  and  legs  without  apparent 
cause  point  to  poor  circulation  or  poor  support. 

A  sense  of  pain  or  undue  fatigue  on  slight  exer- 
tion is  an  unfailing  sign  of  lack  of  arterial  blood 
supply — arteriosclerosis  is  the  cause ;  if  in  one  limb 
or  if  the  patient  be  under  fifty,  think  of  syphilis. 

All  wounds,  injuries,  ulcers,  and  infections  in  the 
lower  limb  get  well  more  quickly  if  the  part  is  ele- 
vated and  put  at  complete  rest. 

You  cannot  give  complete  rest  to  a  lower  limb  and 
permit  the  patient  to  walk  about  at  the  same  time. 

Eemember  that  as  long  as  there  is  acute  inflamma- 
tion in  any  part  a  hot  moist  dressing  is  the  best. 

When  you -cannot  give  complete  rest  to  a  part  or 
all  of  the  lower  limb,  apply  a  bandage  from  toes  as 
far  as  the  upper  limit  of  your  fixed  dressing. 

When  for  any  reason  you  must  constrict  a  limb 
in  its  continuity,  yeu  should  always  apply  a  snug 
bandage  from  the  toes  as  far  as  the  point  of  con- 
striction. 

Always  put  the  joint  at  rest  when  a  wound,  injury, 
ulcer,  or  infection  is  in  its  neighborhood. 

Bear  in  mind  that  talipes  equinus  may  be  the  first 
symptom  of  serious  disease  of  the  nervous  or  mus- 
cular system. 

W'atch  for  flat-foot  in  all  cases  of  vague  chronic 
pain  in  back,  hips,  thighs,  knees,  and  calves,  as  well 
as  in  the  foot  itself. 
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Lay  stress  on  exercise  and  massage  for  the  weak 
calf  muscles  in  treating  flat-foot. 

Do  not  attempt  to  put  a  brace  or  orthopedic  appli- 
ance on  a  deformed  foot  or  limb,  unless  you  know 
well  the  mechanics  of  the  causation  of  the  deformity 
and  the  physiological  anatomy  of  the  whole  limb. 

Do  not  forget  that,  if  proper  treatment  is  begun 
early  enough  and  persisted  in,  almost  all  cases  of 
congenital  club-foot  will  recover  without  operation; 
persevere  in  passive  motion,  manipulation,  and  mas- 
sage, and  use  the  "night  shoe" •—  the  child  grows  by 
night  as  well  as  by  day. 

Be  sure  to  have  the  patient  bear  his  weight  on  the 
foot  when  examining  for  flat-foot. 

Remember  that  pain  in  the  middle  toes,  without 
signs  of  inflammation,  is  a  symptom  of  flattening  of 
the  transverse  arch. 

Do  not  fail  to  give  the  antitetanic  serum  at  once 
in  all  punctured  wounds  of  the  foot,  and  also  after 
all  burns  and  frost-bites  in  the  same  region. 

Eemember  that  it  is  better  to  drain  than  to  cau- 
terize a  wound  which  you  suspect  to  be  infected. 
If  a  punctured  wound,  enlarge  the  wound  and  insert 
a  loose  drain  to  the  bottom  of  it.  Best  and  eleva- 
tion are  the  other  essentials  to  rapid  healing. 

You  may  have  difficulty  in  controlling  the  bleed- 
ing when  the  plantar  arteries  are  cut.  If  to  ligate 
the  bleeding  ends  would  require  a  long  incision  where 
weight  is  borne,  and  you  cannot  control  by  packing, 
ligate  the  posterior  tibial  at  the  ankle.  Never  by 
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choice  make  an  incision  where  the  scar  will  be  ex- 
posed to  pressure,  and  do  not  ligate  the  bleeding 
ends  if  you  expect  the  wound  to  suppurate. 

Chilblains  are  nearly  always  an  expression  of  poor 
general  circulation;  improve  both  local  and  general 
circulation  while  giving  temporary  relief. 

In  patches  of  local  eczema  in  foot  or  leg  think  of 
syphilis;  of  general  eczema  look  for  circulatory  or 
constitutional  cause. 

Eemember  that  the  etiology  is  the  same  for  both 
"hard"  and  "soft"  corns — shoes. 

Always  bear  in  mind  that  a  soft  corn  of  long- 
standing is  prone  to  become  malignant. 

Do  not  forget  that- a  bursa  forms  under  a  corn  or 
callosity  long  exposed  to  pressure,  and  that  this 
bursa  often  suppurates,  and  that  it  must  be  treated 
like  an  infected  bursa  elsewhere  if  it  is  to  get  well 
quickly. 

Never  confuse  "perforating  ulcer  of  the  foot"  with 
a  suppurating  corn  or  callosity. 

Bear  in  mind  the  sites  for  perforating  ulcer- 
points  of  greatest  weight-bearing. 

Never  be  satisfied  with  a  diagnosis  of  "perforating 
ulcer"  or  "trophic  ulcer,"  but  find  the  cause — the 
ulcer  is  always  a  symptom. 

Even  though  it  be  a  perforating  ulcer,  remember 
that  it  must  be  treated  surgically.  Pare  the  hard 
edges  back  to  good  living  tissue,  keep  clean,  and  re- 
move all  pressure  while  treating  the  cause. 

Caution  all  elderly  persons  against  paring  corns 
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too  deeply — senile  and  diabetic  gangrene  often  be- 
gin at  such  wounds. 

Bear  in  mind  that  even  the  most  trivial  infected 
wounds  can  be  the  starting  point  for  gangrene  in  the 
arteriosclerotic  and  diabetic. 

Be  sure  that  you  do  not  mistake  a  manifestation  of 
acute  gout  for  an  acute  infectious  process.  It  is 
done  very  often. 

Don't  forget  that  a  bunion  is  an  inflamed  bursa 
and  that  any  operation  for  its  cure  without  at  the 
same-  time  treating  its  cause  is  futile.  Cure  the 
halliix  valgus,  and  the  bunion  will  cause  no  more 
trouble. 

Do  not  fail  to  x-ray  both  feet  (or  both  hands)  in 
obscure  cases,  or  in  those  likely  to  have  legal  sequelae. 

Eemember  that  syphilis  often  attacks  all  the 
deeper  structures  of  the  foot  without  involving  the 
skin  and  may  cause  intense  swelling  and  brawny  in- 
duration with  local  heat  and  redness — have  "Was- 
sermann"  made,  and  hurry  with  the  treatment  or 
you  will  lose  the  foot. 

Put  the  sprained  ankle  at  absolute  rest,  if  you  can 
at  all,  for  at  least  ten  days.  Do  not  be  afraid  of 
getting  a  stiff  joint.  There  will  be  no  stiff  joints  if 
you  make  use  of  massage  and  passive  motion  as  you 
should. 

Always  remember  that  most  "bad  sprains'7  are 
shown  by  the  x-ray  to  be  fractures — treat  the  "bad 
sprain ' >  as  a  fracture. 

In  fractures  of  the  tarsal  and  metatarsal  bones 
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never  fail  to  apply  a  dressing  that  will  maintain  the 
restored  arches  in  their  normal  position. 

Eemember  that  tuberculosis  is  prone  to  attack  the 
cancellous  structure  of  the  bones  of  the  tarsus,  and 
more  often  in  adults.  Unless  you  act  promptly,  it 
will  soon  involve  the  extensive  synovial  cavities,  and 
the  foot  will  be  lost.  Make  the  diagnosis  early,  and 
remove  the  focus,  or  the  bone,  lest  you  have  later 
to  remove  the  foot. 

Bear  in  mind  that  tuberculosis  of  the  bones  in  chil- 
dren has  a  better  prognosis  than  the  same  disease  in 
adults.  Use  tuberculin  in  conjunction  with  your 
other  measures. 

Bear  in  mind  that  pain  about  the  tendo  Achillis 
may  be  a  sign  of  gout  or  overexertion,  and  also  that 
there  is  a  bursa  between  the  tendon  and  the  os  calcis. 

If  the  tendo  Achillis  be  torn  from  the  point  of  in- 
sertion, operate;  but  if  the  tendon  rupture  in  its 
continuity,  good  function  may  follow  fixation  with 
the  knee  flexed  and  the  ankle  extended  (plantar  flex- 
ion). Do  not  permit  use  of  the  tendon  for  eight 
weeks. 

Do  not  be  in  a  hurry  to  incise  multiple,  red,  pain- 
ful nodules  in  and  under  the  skin  of  the  legs — it  may 
be  erythema  nodosum. 

Painful  nodules  on  the  bone  near  the  crest  of  the 
tibia  should  warn  you  of  syphilis.  If  they  do  not 
soon  yield  to  antisyphilitic  treatment  (and  as  a  rule 
they  don't),  incise,  scrape  out,  and  dress  antiseptic- 
ally. 
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Don't  forget  the  favorite  site  for  gummata  (cuta- 
neous and  subcutaneous) — the  outer  side  of  the  leg 
near  the  knee. 

Never  massage  a  limb  in  which  there  are  varicose 
veins  without  being  sure  that  no  phlebitis  is  present. 

Pay  especial  attention  to  trivial  wounds  in  the 
lower  Hmbs  of  those  with  varicose  veins— ulcers 
readily  develop. 

When  you  find  acutely  inflamed  areas  arising  spon- 
taneously in  the  legs  of  persons  with  varicose  veins, 
think  of  thrombophlebitis. 

Do  not  forget  the  favorite  site  for  the  varicose 
ulcer — the  lower  inner  side. 

You  will  have  far  more  success  in  treating  chronic 
ulcers  of  the  leg  if  you  will  first  take  the  pains  to 
make  a  correct  diagnosis,  naming  the  cause. 

Watch  out  for  those  peculiar  round  deep  ulcers  on 
the  legs,  calves  chiefly,  of  girls  about  puberty;  and 
don't  make  a  diagnosis  of  syphilis  till  you  have  ex- 
cluded Bazin's  disease. 

Never  fail  to  make  a  section  and  examine  micro- 
scopically for  carcinoma,  when  you  are  consulted  for 
an  ulcer  with  a  "  rampart "  border. 

Remember  that  an  irritable  ulcer  has  nerve-end- 
ings exposed  in  its  floor.  Locate  the  sensitive  points 
with  a  probe,  and  apply  pure  carbolic  acid  to  them. 

Do  not  apply  a  dressing  that  will  cause  pain  or 
discomfort  in  an  ulcer — the  patient  removes  the 
dressing,  and  consults  another  surgeon. 

When  you  "  strap "  an  ulcer  with  adhesive,  be 
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sure  you  do  not  have  too  much  tension  on  your  straps 
—even  "Z  0"  plaster  may  cause  blistering  when  so 
applied — and  always  leave  apertures  through  which 
secretions  may  escape. 

Do  not  forget  that  secretions  from  an  ulcer  can 
cause  an  eczema  in  the  neighborhood,  and  that  an 
eczema  may  cause  ulcers  in  the  leg. 

Beware  of  attributing  all  chronic  ulcers  of  the  leg 
to  syphilis. 

Ulcers  whose  bases  are  adherent  "to  unyielding 
deep  structures,  e.  g.,  those  over  the  inner  surface 
of  the  tibia,  do  not  heal  readily  because  the  base  can- 
not contract  in  the  usual  way — undercut. 

Always  remember  that  any  chronic  ulcer  with  hard 
tight  indurated  edge  can  never  heal  until  the  edge 
is  either  loosened  or  removed. 

Never  advise  amputation  for  ulcers  until  skin- 
grafting  has  failed,  unless  you  are  dealing  with  ulcer 
of  malignant  type. 

There  are  two  types  of  sarcoma  common  in  the 
lower  part  of  the  thigh  or  at  the  knee  which  do  not 
call  for  amputation  of  the  limb :  one  grows  from  the 
fascia  or  periosteum,  and  one  from  the  bone — the 
fibrosarcoma,  and  the  myeloid  or  giant-celled  sar- 
coma. 

Open  abscesses  in  the  thigh  early,  and  keep  the 
part  at  rest.  Once  the  pus  spreads  among  the  mus- 
cles, drainage  is  difficult.  Pus  burrows  along  the 
vessels  and  along  the  intermuscular  septa. 

Pus  in  the  popliteal  space  may  be  evacuated  in 
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three  ways — through  the  middle,  and  at  the  sides 
either  behind  the  adductor  magnus  tendon,  or  biceps. 

Bandages  applied  to  the  thigh  have  a  habit  of 
slipping  down,  and  plaster  may  so  bear  at  its  lower 
end  as  to  cause  excoriation.  Any  bandage  of  the 
thigh  which  does  not  encircle  the  pelvis  should  be 
suspended  by  adhesive  strips  or  shoulder  strap. 

The  ligamentum  patellae  or  any  of  the  muscles  in- 
serted into  it  may  be  ruptured.  If  the  tendon  or  the 
rectus  femoris  be  ruptured,  operate,  and  suture  at 
once. 

After  suturing  a  muscle  or  a  tendon,  do  not  for- 
get to  place  the  part  in  such  a  position  as  will  en- 
tirely relax  the  muscle. 


CHAPTEE  IX. 
AMPUTATIONS. 

Never  do  an  immediate  (primary)  amputation  if 
the  patient  be  already  suffering  from  shock. 

In  amputations  about  the  hand,  the  rule  is  to  save, 
just  as  much  as  you  can ;  in  the  lower  limb  leave  the 
most  useful  stump. 

Never,  if  it  is  possible  to  avoid  it,  have  the  scar 
where  it  will  be  exposed  to  undue  pressure.' 

When  you  amputate  through  a  phalanx,  be  sure 
that  the  tendons,  both  flexors  and  extensors,  are  at- 
tached to  the  proximal  portion  of  that  phalanx,  so 
that  the  patient  may  have  control  over  it. 

If  the  tendons  have  a  normal  attachment  to  a 
phalanx,  it  is  needless  to  stitch  them  to  the  perios- 
teum of  that  phalanx,  or  to  each  other. 

Always  bear  in  mind  that  the  thumb  is  the  most 
useful  finger. 

Do  not  forget  that  the  removal  of  a  metacarpal 
bone  or  of  its  head  very  materially  weakens  the  hand. 

Handle  all  flaps  with  exceedingly  great  care ;  do  so 
especially  in  those  suffering  from  arteriosclerosis. 

Never  direct  the  edge  or  point  of  your  knife  to- 
ward the  skin  when  dissecting  up  a  flap,  but  always 
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keep  your  blade  parallel  to  the  skin,  and  at  least  a 
quarter  of  an  inch  from  it. 

Be  sure  that  no  flap  ever  has  a  sharp  corner. 

Do  not  fail  to  round  off  sharp  corners  or  edges 
after  sawing  the  bone,  especially  where  the  bone  end 
comes  close  to  the  surface. 

It  is  quite  unnecessary  to  cover  the  end  of  the 
bone  with  a  flap  of  periosteum. 

Kemember  that  your  saw  may  so  heat  the  bone 
as  to  cause  death  of  a  thin  layer  of  the  same  near 
the  sawn  surface — dead  tissue  favors  suppuration 
—or  that  the  wound  may  reopen  later  to  discharge 
a  sequestrum.  Use  cool  saline  as  you  saw. 

It  is  said — mainly  as  an  excuse  for  lack  of  surgical 
skill,  or  anatomical  knowledge — that  it  is  not  neces- 
sary to  learn  to  amputate  as  our  fathers  did  with 
speed  and  accuracy,  following  a  well  known  definite 
technic;  that  we  may  use  an  ordinary  scalpel  and 
proceed  leisurely,  dissecting  carefully  each  struc- 
ture. This,  I  do  not  agree  with;  the  less  handling 
of  the  tissues  the  better. — C. 

Guard  your  Esmarch,  especially  in  thin  persons 
and  in  the  arteriosclerotic. 

Never  fail  to  allow  at  least  one  third  for  shrink- 
age of  your  flap. 

Be  sure  your  flaps  are  so  cut  as  to  favor  blood 
supply — the  short  flap  on  the  side  less  well  supplied 
with  blood. 

Always  make  due  allowance  for  growth  of  the  bone 
in  amputations  before  epiphyses  have  united. 
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Do  not  try  to  exsanguinate  the  limb  when  you  are 
about  to  amputate  for  malignant  growth,  or  when 
you  have  reason  to  suspect  thrombosis  of  any  of  the 
Veins  therein,  large  or  small. 

Do  not  forget  that  after  a  disarticulation  the  ar- 
tificial limb  applied  does  not  permit  of  motion  at 
that  point  (joint). 

You  must  amputate  for  malignant  disease  of  bone, 
unless  that  disease  is  myeloid  sarcoma,  and  when 
you  do  so,  a  disarticulation  is  indicated  as  a  rule. 

It  has  often  been  said  that  "any  kind  of  leg  is 
better  than  an  artificial  leg" — this  is  not  so.  A  limb 
may  be  saved  and  require  removal  later  because  of 
inconvenience  or  discomfort. 

Most  of  the  discomfort  in  wearing  artificial  limbs 
arises  from:  first,  amputations  at  improper  sites; 
second,  amputations  improperly  performed;  and 
third,  improperly  made  or  improperly  applied  arti- 
ficial limbs. 

In  amputating  for  arteriosclerotic  gangrene,  re- 
member that  you  must  go  high  enough  up  to  get  vas- 
cular flaps ;  otherwise  your  flaps  will  become  gan- 
grenous. 

Do  not  dissect  up  skin-flaps  in  amputating  for  ar- 
teriosclerotic gangrene;  that  is  to  say,  do  not  per- 
form a  circular  amputation. 

In  the  event  of  ensuing  suppuration  it  is  comfort- 
ing to  know  that  you  have  used  absorbable  sutures 
and  ligatures. 

If  you  must  disarticulate  at  the  hip,  and  are  not 
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very  familiar  with  the  methods  of  controlling  hem- 
orrhage there  by  constriction,  do  either  an  "  an- 
terior racquet, "  first  ligating  the  common  femoral 
through  the  incision,  which  later  becomes  the  handle 
of  the  '  *  racquet, ' '  or  else  first  ligate  the  common  iliac 
transperitoneally. 

Kemember  the  poor  man's  "site  of  election"  in 
amputations  through  the  leg  is  one  that  leaves  a 
handbreadth  stump  so  that  the  patient  may  kneel  on 
a  "peg  leg";  while  for  one  who  can  buy  an  artificial 
limb  the  junction  of  middle  and  lower  thirds  is  the 
"site  of  election." 

Where  many  tendons  have  to  be  cut  in  a  flap,  trans- 
fix, and  cut  from  the  bone  outward. 

In  the  foot  remember  the  attachments  of  the  op- 
posing muscles  that  move  the  ankle,  and  if  you  am- 
putate through  the  foot,  make  fast  your  extensor  ten- 
dons so  as  to  retain  "dorsal  flexion."  Eemember 
that  the  "calf  muscles"  will  pull  the  heel  up  and 
cause  trouble  otherwise. 

If  you  are  in  doubt  as  to  whether  to  do  a  Chopart, 
a  Pirogoif ,  or  a  Syme,  do  a  Syme  to  get  the  most  use- 
ful stump. 

Do  not  forget  to  pull  down  nerves  and  cut  them 
off  so  that  they  may  not  heal  in  the  scar  and  cause 
pain. 

Always  apply  your  sutures  so  as  to  approximate 
the  deep  as  well  as  the  superficial  structures — avoid 
dead  space. 

Be  sure  to  sew  your  drain  in  position-. 
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Never  be  too  proud  to  cut  another  inch,  or  so  from 
the  bone  if  you  fear  your  flaps  are  too  short. 

Amputations  following  accidents  have  the  highest 
mortality,  probably- because  many  of  them  are  done 
while  the  patient  is  in  shock. 

You  can  prevent  spasmodic  contractions  of  the 
muscles  in  the  stump  by  a  snug  bandage  applied  from 
above  downward,  and  then  put  the  part  on  a  splint 
in  a  comfortable  position. 


CHAPTEE  X. 
VASCULAR  SURGERY 

ARTERIES. 

Aneurysm  of  the  aorta  is  a  noli  me  tang  ere  in 
regard  to  radical  surgical  procedure— not  that  one 
may  not  operate,  but  so  far,  no  operative  procedure 
has  been  of  benefit  to  the  patient. 

Never  try  to  cure  an  aneurysm  by  thrombus  forma- 
tion in  the  presence  of  suppuration  in  any  part  of 
the  patient's  body — yellow  softening  in  the  clot  is 
apt  to  follow. 

Matas'  method  seems  to  be  the  best  radical  pro- 
cedure for  the  cure  of  aneurysm. 

Complete  excision  of  the  sac  is  also  successful 
in  small  aneurysms,  but  is  not  possible  without  dan- 
ger of  great  damage  to  the  collateral  and  return  flow 
in  large  aneurysms.  Ligation  above  and  below 
(Antyllus*  method)  is  often  followed  by  cure,  but 
permanent  cure  is  not  likely  to  result  if  any  large 
branches  come  oft'  at  the  site  of  the  aneurysm. 

Obey  the  rule  in  ligating — "pass  the  needle  from 
the  vein. ' ' 

Do  not  forget  that  acute  inflammation  (infectious 
process)  causes  the  walls  of  vessels  in  the  neighbor- 
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hood  to  soften  and  become  so  friable  that  they  break 
very  easily. 

Suturing  of  arteries  is  nowadays  quite  common, 
and  to  acquire  skill  therein  requires  considerable 
practice.  Don 't  wait  to  acquire  it  on  your  operative 
cases.  You  will  probably  be  quite  old  before  you 
have  success  if  you  do — again  go  to  the  lower  ani- 
mals, practice,  and  be  ready. 

Bear  in  mind  that  the  intima  must  be  protected 
from  the  air  while  you  work. 

Always  be  sure  that  your  suture  is  not  exposed  to 
the  blood-stream. 

Do  not  have  any  raw  surface  exposed  within  the 
vessel — intima  to  intima  is  the  rule. 

If  there  is  any  bleeding  at  the  suture  line,  a  "whip- 
over"  stitch  will  control  it. 

If  an  embolus  lodge  in  an  accessible  location,  and 
collateral  circulation  is  not  re-established  within 
twelve  hours,  operate  and  remove  it. 

If,  soon  after  the  lodging  of  an  embolus  in  an  ac- 
cessible location,  you  have  reason  to  believe  that 
thrombus  is  rapidly  filling  in  the  vessel  above,  op- 
erate at  once. 

After  you  have  opened  the  vessel  at  the  site  of 
embolism,  if  you  think  that  there  still  remains  clot 
lower  down,  go  to  the  end  of  that  artery,  insert  a 
cannula,  and  flush  upward  with  normal  saline. 

Never  ligate  the  main  vessel  of  a  limb  at  or  above 
a  point  where  there  is  an  acute  infectious  process  in- 
volving the  deeper  structures.  The  exudation  and 
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swelling  interfere  with  the  establishment  of  collateral 
circulation  and  return  flow,  and  gangrene  will  ensue. 

Eemember  that,  if  you  ligate  terminally  a  vessel 
of  any  size  and  get  the  wound  infected,  you  are  very 
likely  to  have  a  secondary  hemorrhage,  five  or  ten 
days  later. 

Always  remember  that  old  or  weak  or  anemic  pa- 
tients, or  patients  with  valvular  disease,  re-establish 
collateral  circulation  very  slowly,  and  often  not  at 
all.  The  same  is  true  of  younger  persons  with  syph- 
ilis or  diabetes. 

If  you  reverse  the  circulation  in  a  part,  always  be 
sure  that  no  clot  has  been  left  formed  in  the  distal 
segment  of  the  artery,  before  anastomosing  it  to  the 
proximal  segment  of  vein. 

In  reversing  the  circulation  it  is  better  to  divide 
both  vessels  at  the  same  level. 

Never  employ  terminal  ligation  for  "secondary 
hemorrhage,"  and  never  anything  else  as  a  rule  for 
intermediate  or  reactionary  bleeding. 

In  ligating  in  continuity  be  sure  to  open  the  sheath 
of  the  artery,  and  keep  inside  of  it  while  passing  the 
aneurysm  needle. 

If  you  puncture  the  vein  a  lateral  ligature  or  a 
stitch  will  close  it. 

Bemember  that  you  increase  the  liability  to  gan- 
grene if  you  occlude  the  vein  when  ligating  above 
the  knee  or  above  the  arm,  and  also  if  you  infect  the 
wound. 

Never  forget  to  thoroughly  sterilize  the  whole  limb 
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below  the  point  of  ligation  or  embolism  of  a  vessel, 
to  wrap  in  dry  sterile  dressings,  to  swing  in  a  cradle, 
and  to  apply  external  heat. 

In  terminal  ligation  be  sure  to  tie  both  ends  of  the 
divided  artery. 

The  best  ligature  material  for  small  vessels  is  cat- 
gut— plain,  sterile  No.  0,  Bartlett  process. 

Always  use  as  thin  a  ligature  as  seems  consistent, 
and  never  pull  and  jerk  as  though  you  were  reefing 
a  hawser — it  takes  very  little  strength  to  occlude  an 
ordinary  vessel  and  break  its  intima. 

Eemember  that  large  knots  are  slow  to  absorb  and 
may  be  discharged  from  a  wound  a  month  after  heal- 
ing has  occurred. 

Tie  no  more  of  the  small  arteries  than  those  which 
bleed  on  the  removal  of  clamps  at  the  end  of  opera- 
tion. 

Twisting  is  not  much  used  at  present ;  it  is  just  as 
safe  as  tying,  when  properly  done.  One  can  tie  more 
easily  and  quickly,  but  proper  torsion  is  preferable, 
as  it  leaves  less  foreign  material  in  the  wound- 
learn  it. 

Loss  of  blood  must  not  occur!  If  bleeding  occur 
slowly,  a  patient  may  lose  one  half  of  his  total  quan- 
tity and  recover.  If  lost  rapidly,  the  loss  of  much 
less  than  one  half  may  prove  fatal. 

Always  remember  that  loss  of  blood  predisposes 
to  infection. 

Beware  of  "  delayed  "  or  "  secondary  "  shock,  and 
suspect  hidden  hemorrhage. 
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Never  give  stimulants  until  you  have  secured  the 
bleeding  point. 

The  best  stimulant  after  checking  the  hemorrhage 
is  normal  saline  by  subcutaneous,  intraperitoneal,  in- 
travenous, or  rectal  injection. 

Never  use  strychnin,  digitalis,  or  other  poisons 
hypodermatically  after  hemorrhage. 

Don 't  use  intravenous  saline  unless  certain  that  all 
bleeding  points  have  been  controlled — you  may  wash 
the  remaining  blood  out  of  the  vessels  otherwise. 

VEINS. 

It  is  far  more  important  to  know  when  not  to  op- 
erate on  veins  than  to  have  all  the  technic. 

Never  operate  on  varicose  veins  in  the  presence 
of  acute  phlebitis  or  periphlebitis. 

Before  advising  the  removal  of  the  internal  saphe- 
nous  vein  for  the  cure  of  varicosities  or  ulcers  in 
the  leg,  be  certain  that  its  valves  are  incompetent 
and  that  the  deep  veins  are  functionating  properly; 
otherwise  the  operation  will  fail  to  cure  but  will  make 
the  condition  worse. 

If  in  operating  you  accidentally  tear,  cut,  or  punc- 
ture a  large  vein,  don't  forget  to  quickly  put  your 
finger  on  it,  save  the  blood,  and  don't  get  excited — 
a  stitch  or  lateral  ligature  will  usually  close  it. 

When  operating  to  remove  deep-seated  growths, 
whose  removal  may  necessitate  injury  to  or  occlu- 
sion of.  the  deep  veins  of  the  part,  be  careful  when 
going  in  not  to  injure  any  of  the  superficial  veins. 


CHAPTEE  XL 
SURGERY  OF  THE  HEAD. 

Never  be  in  a  hurry  with  your  good  prognosis  in 
even  apparently  slight  head  injuries. 

Do  not  fail  to  shave  far  enough  from  the  edge  of 
the  wound  to  enable  you  to  cleanse  it  properly. 

It  has  been  said  ."in  case  of  injury  to  the  scalp, 
the  whole  head  should  be  shaved  " — this  is  rank  fool- 
ishness. Exercise  judgment.  I  for  one  would  be 
in  favor  of  fining  a  man  who  would  shave  a  woman 's 
head  for  a  trivial  scalp  wound. — C. 

Never  shave  ' '  against  the  grain ' '  or  use  strong 
antiseptics  or  too  much  friction  in  cleansing  a  scalp. 
To  do  any  or  all  of  these  is  to  court  infection  of  the 
skin,  and  you  may  want  to  do  a  craniotomy  on  the 
same  head  in  a  few  days. 

In  all  contused  wounds  fear  a  fracture.  If  the 
skin  is  lacerated  at  the  same  time,  cut  down,  and  look 
for  one. 

Do  not  scrub  and  maul  the  tissues  when  trying  to 
remove  the  dirt  from  a  wound,  and  avoid  strong  an- 
tiseptics. Use  forceps,  scissors,  and  saline  spray. 

Never  close  a  lacerated  wound  here  or  elsewhere 
without  drainage. 

Remember  that  scalp  flaps  do  not  readily  slough. 
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Flaps  accidentally  torn  up  should  not  be  cut  off. 
Eeturn  them  to  place  after  cleansing ;  drain,  and  keep 
warm. 

Do  not  hastily  conclude  that  fluid  limited  by  the 
boundaries  of  the  "dangerous  area"  must  be  pus — 
blood  may  and  does  accumulate  there. 

I  believe  that  the  best  treatment  for  cephalhema- 
toma  is  the  prompt  aseptic  aspiration  of  the  fluid  and 
the  immediate  and  continuous  application  of  firm 
pressure. — C. 

In  opening  superficial  furuncles  of  the  scalp  do  not 
plunge  the  knife  into  the  ' '  dangerous  area. ' ' 

Chronic  cystic  swellings  on  the  scalp  should  make 
you  think  of  sebaceous  cyst,  syphilis,  dermoid,  and 
meningocele — and  it  is  very  important  that  you  ex- 
clude the  last  in  making  a  diagnosis. 

Eemember  that  either  sebaceous  cysts  or  gummata 
may  suppurate,  and  that  with  suppurating  gumma 
there  is  generally  necrosis  of  the  outer  table. 

Any  chronic  sinus  should  be  examined  for  necrotic 
bone. 

In  injuries  in  the  frontal  region  remember  the 
frontal  sinuses  and  their  liability  to  prolonged  sup- 
puration. 

Whenever  you  encounter  suppuration  in  any  of  the 
air-sinuses,  have  a  competent  rhinologist  in  the  case 
with  you,  unless  you  are  one  yourself. 

Never  forget  the  frequency  of  headache  or  neural- 
gia as  an  early  symptom  of  disease  or  growth  in  the 
upper  air-sinuses. 
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Bear  in  mind  that  seemingly  trivial  injuries  to 
the  head  may  be  followed  even  many  years  after  by 
subdural  abscess  at  the  site  of  the  injury. 

If  you  suspect  cerebral  abscess,  you  should  act 
promptly  in  the  acute  cases. 

A  subnormal  temperature  with  the  usual  symptoms 
of  pressure  should  warrant  a  diagnosis. 

Remember  the  influence  of  otitis  media  as  an  etio- 
logical  factor  in  both  acute  and  chronic  abscesses  of 
the  brain. 

After  all  compound  fractures  and  before  and  after 
all  serious  operations  on  the  head  or  face  give  the 
bacterins  and  urotropin. 

Do  not  forget  that  the  skull  may  be  fractured  with 
very  slight  violence.  Watch  all  head  injuries  for 
fracture  symptoms. 

Patients  brought  in  drunk  or  comatose  with  signs 
of  head  injury  but  with  no  other  sign  of  fracture 
should  have  lumbar  puncture  done  at  intervals  until 
the  diagnosis  is  cleared  up. 

Never  operate  on  the  skull  without  having  the 
blood-pressure  watched  throughout,  and  don't  wait 
to  finish  if  it  get  very  low. 

The  first  thing  to  do  after  you  have  made  a  diagno- 
sis of  intracranial  neoplasm  is  to  give  the  patient 
large  and  increasing  doses  of  potassium  iodid  with 
mercury,  and  have  a  Wassermann  done  if  possible. 

Don't  wait  longer  than  three  weeks  for  signs  of 
improvement  under  antisyphilitic  treatment. 

Eemember  that  an  intracranial  growth  may  not 
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disappear  under  the  iodid  of  potash,  and  yet  be  syph- 
ilitic. 

In  the  removal  of  intracranial  tumors  a  two-step 
operation  will  often  be  followed  by  success,  where  an 
operation  completed  at  one  "sitting"  would  have 
ended  fatally. 

Don't  forget  that  bromids  and  iodids  cause  pus- 
tules, and  never,  if  you  can  avoid  it,  open  a  cranium 
in  the  presence  of  eruptions  on  the  scalp. 

Always  exclude  the  anesthetist  and  his  assistant 
by  a  screen. 

Eemember  that  loss  of  blood  and  hammering  on  the 
skull  both  increase  the  shock. 

If  you  are  a  slow  operator,  you  must  take  more 
than  ordinary  precautions  to  guard  against  shock 
and  infection. 

No  part  of  the  human  body  is  so  easily  infected  as 
the  subdural  space. 

A  strip  of  gauze  laid  in  a  wound  of  a  venous  sinus 
usually  arrests  hemorrhage  without  any  trouble. 
Gauze  placed  between  the  dura  and  bone  will  also 
control  bleeding  from  a  small  meningeal  branch  that 
one  cannot  tie. 

"Small  bits  of  fresh  muscle  laid  on  the  bleeding 
points  will  often  control  hemorrhage  from  the  sub- 
arachnoid  and  pial  veins. "  —Gushing. 

Gunshot  wounds  penetrating  the  brain  are  not  nec- 
essarily fatal.  If  the  patient  be  slowly  dying  of  in- 
creasing intracranial  pressure,  it  is  your  duty  to  op- 
erate. 
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Whenever  you  have  to  deal  with  an  intracranial 
condition,  do  not  fail  to  examine  the  fundus  oculi. 

If  for  any  reason  you  decide  to  do  a  spinal  punc- 
ture in  the  presence  of  high  intracranial  pressure, 
remember  to  keep  the  patient's  head  lowered  while 
so  doing.  Sudden  death  has  occurred  during  the 
procedure,  presumably  because  of  the  pressure  above 
having  forced  the  cerebellum  and  pons  hard  down 
on  the  medulla,  or  through  the  forcing  of  all  three 
into  the  ring  of  the  foramen  magnum. 

A  patient  about  to  die  of  intracranial  pressure  due 
to  brain  tumor  may  sometimes  have  life  indefinitely 
prolonged  by  the  decompression  operation.  It  also 
relieves  the  severe  symptoms. 

Never  be  too  favorable  in  your  prognosis  after  any 
operation  on  the  brain. 

Always  give  the  patient  the  benefit  of  an  opera- 
tion if  epilepsy  or  insanity  have  developed  after  a 
head  injury. 

Never  probe  about,  looking  for  pus  in  a  hernia 
cerebri.  To  do  so  is  to  court  death  from  meningo- 
encephalitis. 

Eemember  that  patients  after  operation  on  the 
cranium  or  cranial  contents  often  act  a  great  deal 
like  many  of  those  with  fracture  of  the  skull.  The 
treatments  for  the  two  conditions  are  somewhat 
similar. 

Always  give  plenty  of  water. 

Always  give  urotropin. 

Always  keep  up  the  nutrition  of  the  patient. 
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Try  to  prevent  cerebral  congestion. 

Keep  the  patient  quiet,  but  never  use  forcible  re- 
straint. 

Be  sure  to  tell  the  people  of  the  length  of  time  re- 
quired for  complete  recovery,  and  warn  against  the 
sequelas. 

FACE. 

Wounds  on  the  face  heal  more  quickly  than  wounds 
elsewhere — remove  your  stitches  by  the  fourth  day, 
and  avoid  stitch  scars. 

Use  very  fine  needles  and  thread  in  sewing  wounds 
of  the  face.  The  subcuticular  stitch  is  often  very 
useful  here. 

Beware  how  you  lightly  undertake  to  remove  small 
subcutaneous  (?)  growths  in  the  parotid  region— 
they  often  have  their  origin  in  the  parotid  gland. 

Parotitis  after  typhoid  and  scarlet  fevers  is  nearly 
always  suppurative — open  early. 

Do  not  forget  that  unless  the  sac  wall  is  removed 
or  destroyed  a  sebaceous  cyst  will  recur. 

A  chronic  ulcer  on  the  face  is  luetic,  malignant, 
or  tubercular. 

"Bodent  ulcer"  and  many  of  the  superficial 
epitheliomata  can  be  easily  cured  by  the  x-ray. 

The  Finsen  light  does  wonders  in  lupus,  but  the 
treatment  takes  a  great  deal  of  time — try  tuberculin 
in  conjunction  with  any  measures  used. 

In  the  event  of  a  sinus  on  the  face  following  an  in- 
flammatory condition,  be  sure  to  look  for  carious 
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teeth — the  pus  sometimes  points  far  from  its  original 
site. 

The  neck  is  the  ideal  place  from  which  to  get  flaps 
to  repair  defects  in  the  lower  part  of  the  face.  Be 
sure  the  pedicle  is  not  constricted,  and  be  sure  to 
leave  enough  of  the  subcutaneous  tissue  attached  to 
all  flaps. 

Don't  miss  the  diagnosis  of  "noma."  Eemember 
that  it  begins  inside,  while  carbuncle  begins  in  the 
tissues  of  the  cheek,  and  anthrax  on  the  outer  sur- 
face. Any  one  of  the  three  is  about  as  serious  a 
condition  as  you  can  come  in  contact  with. 

Facial  erysipelas  is  more  common  than  erysipelas 
elsewhere.  Erysipelas  always  makes  a  change  either 
in  the  temperature  or  in  the  pulse,  or  in  both  most 
often. 

Beware  of  confounding  angioneurotic  edema  with 
erysipelas. 

Don't  forget  the  kind  of  erysipelas  that  kills  most 
rapidly — the  facial  type  with  low  fever  and  rapid 
weak  pulse. 

The  lip  and  the  tissues  around  the  eye  of  the  child, 
normal  on  retiring,  are  often  seen  swollen,  painless, 
and  edematous  next  morning — look  to  the  digestive 
functions  or  to  something  eaten  for  the  cause,  angio- 
neurosis. 

NOSE. 

Syphilitic  ulceration  on  the  end  of  the  nose  has 
often  been  labeled  " lupus"  or  "tuberculosis."  If 
in  doubt,  do  a  Wassermann. 
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In  serious  nosebleed  don't  fool  away  time  with 
applications  or  in  trying  to  "catch  the  bleeding 
point."  Plug  the  nares  anteriorly  and  posteriorly, 
and  do  it  effectively.  We  have  heard  a  good  deal 
about ' '  catching  the  bleeding  point, ' '  and  of  ' i  apply- 
ing the  cautery  to  the  bleeding  point, ' '  and  have  seen 
some  who  recommend  it  resort  to  plugging  the  nares. 
When  you  remove  the  packing,  be  prepared  to  plug 
again  if  need  be. 

Don't  forget  the  ligatures  on  the  plug  for  the  pos- 
terior nares — one  out  through  the  nose  to  pull  the 
plug  in,  the  other  out  through  the  mouth  to  remove 
it,  must  be  left  long  and  tied  together. 

In  nose-bleeders  be  sure  to  examine  chest  and  kid- 
neys. 

Always  think  of  a  foreign  body  in  the  nose,  when 
a  child  has  a  foul  discharge  from  one  nostril. 

Be  sure  you  try  to  lessen  the  flattening  of  the  nos- 
tril when  you  operate  on  harelip. 

Eemember  that  acute  inflammation  of  the  antrum, 
and  of  the  air-sinuses  generally,  will  nearly  always 
get  well  under  proper  treatment  without  operative 
procedure. 

For  "deflected  septum"  no  treatment  seems  to 
have  given  so  mr.ch  satisfaction  as  the  "submucous 
resection" — the  danger  is  destruction  or  necrosis  of 
the  mucoperichondrium. 

When  nasal  .polypi  exist,  and  the  more  so  when  they 
recur  after  removal,  make  sure  that  there  is  no  un- 
derlying bone  or  sinus  disease  causing  them. 
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Watch  out  for  polypi  in  the  nasopharynx.  There 
is  one — the  fibrous — which  grows  from  the  base  of 
the  skull  in  patients  from  14  to  25  years  of  age,  and 
it  is  sarcomatous.  Attack  it  early,  and  completely 
remove  it.  Be  careful  in  your  prognosis,  and  use 

**. 

Coley's  fluid.     They  sometimes  get  well. 

EYE. 

Always  look  for  a  foreign  body  when  examining 
an  inflamed  eye,  whether  there  be  a  history  of  such 
or  not. 

Never  try  to  remove  a  foreign  body  from  the  cor- 
nea without  cocainizing. 

In  "idiopathic"  occlusion  of  the  nasal  duct,  think 
of  syphilis. 

Never  forget  to  protect  the  good  eye  in  gonorrheal 
conjunctivitis. 

Do  not  fail  to  instil  argyrol  (10  per  cent)  in  the 
eyes  of  the  new-born  babe,  if  you  even  suspect  that 
the  mother  (or  father)  has  had  gonorrhea. 

Eemember  that  ophthalmia  neonatorum  untreated 
for  24  hours  may  render  the  child  blind  for 'life. 

Familiarize  yourself  with  the  appearance  of  the 
normal  fundus — would  you  send  for  a  heart  special- 
ist to  feel  a  normal  pulse  f 

Eemember  the  danger  of  meningitis  in  infections 
of  the  orbit. 

Always  think  of  intraorbital  and  intracranial  tu- 
mors when  a  patient  complains  of  double  vision. 

Do  not  make  a  diagnosis  of  stye  in  inflamed  chal- 
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azion.  For  ' '  stye ' '  simple  incision  will  suffice,  as  in 
ordinary  furuncle ;  while  for  inflamed  chalazion  the 
cyst  wall  must  be  destroyed,  as  in  sebaceous  cysts. 

After  operating  for  chalazion,  inform  the  patient 
that  the  cavity  fills  with  clot. 

If  any  patient  show  opacities  in  the  cornea,  think 
of  syphilis. 

Bear  in  mind  that  the  eye  is  in  a  very  dangerous 
condition  in  syphilitic  iritis,  and  much  more  so  when 
atropin  is  not  used. 

"Idiopathic"  iritis  coming  in  the  first  six  months 
of  life  is  syphilitic. 

Never  forget  that  you  can  sometimes  produce  a 
conjunctivitis  by  administration  of  potassium  iodid. 

Foreign  bodies  often  lodge  in  the  orbit.  The  dan- 
gers are  loss  of  the  eye,  meningitis,  or  loss  of  the 
other  eye.  If  there  is  reason  to  believe  that  there  is 
infection,  early  removal  of  the  foreign  body  and  free 
drainage  are  indicated.  If  necessary,  use  the  x-ray 
to  locate  the  foreign  body. 

Don't  "mess  about "  looking  for  a  foreign  body 
in  the  orbit,  in  the  presence  of  acute  inflammation. 
If  it  is  to  come  out,  get  it  out  before  infection  is  man- 
ifested. 

You  are  blamable  and  should  be  held  for  damages, 
if  you  attempt  to  treat  an  eye  without  being  sure  of 
your  diagnosis. 

You  have  no  right  to  attempt  to  prescribe  glasses 
unless  you  have  been  specially  trained  as  an  oculist. 

Never  forget  that  if  there  be  a  predisposition  to 
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glaucoma  in  a  patient,  or  if  glaucoma  already  exist, 
and  you  give  something  to  dilate  the  pupil,  you  will 
very  likely  destroy  the  eye  quickly  and  completely ; 
bear  this  in  mind  always,  but  the  more  so  when  deal- 
ing with  patients  over  fifty. 

There  are  three  common  diseases  of  the  eye,  which 
treated  well  and  early  leave  little  or  no  sign,  but 
which  if  untreated  or  improperly  treated  soon  cause 
blindness :  gonorrheal  conjunctivitis,  acute  iritis,  and 
acute  glaucoma.  Woe  unto  you  if  you  fail  to  make 
a  diagnosis,  or  making  a  diagnosis  fail  to  secure  the 
best  expert  services  available. 

Never  put  a  leech  to  a  black  eye. 

Remember  that  the  antiseptic  in  your  wet  pack 
may  destroy  the  conjunctiva — use  very  mild  antisep- 
tics or  normal  saline. 

EAR. 

Don't  get  excited  about  a  foreign  body  in  the  ear. 

Be  calm  and  gentle  in  trying  to  get  it  out,  else  you 
may  rupture  the  membrane  or  even  kill  your  patient 
in  trying  to  remove  it. 

Never  forget  that  only  insects  and  vegetable  sub- 
stances are  likely  to  do  early  damage.  If  water  is 
likely  to  cause  the  foreign  body  to  swell,  try  syring- 
ing with  olive  oil. 

Always  be  in  haste  to  puncture  the  membrana,  if  it 
is  tense,  in  acute  otitis  media — carry  the  special  in- 
strument devised  for  the  purpose. 

Don't  make  light  of  a  discharge  from  the  middle 
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ear — nothing  is  more  serious -than  mastoiditis  and 
intracranial  abscess. 

Never  be  lulled  by  the  fact  that  the  discharge  has 
ceased  while  there  is  discomfort  in  the  postauricular 
region — it  frequently  ceases  when  antrum  invasion 
supervenes. 

Do  not  forget  to  examine  the  nose  as  well  as  the 
nasopharynx  in  all  cases  of  middle-ear  trouble. 
Treatment  of  the  nose  will  often  cure  the  ear. 

Remember  that  lateral  sinusitis  can  develop  from 
even  a  slight  serous  otitis  media. 

Bear  in  mind  that  the  membrana  is  nearly  hori- 
zontal at  birth  and  that  there  are  no  mastoid  cells 
jef ore  puberty,  although  the  antrum  exists  at  birth. 

Unless  you  are  trained  in  cranial  surgery,  and  ex- 
perienced in  neck  operations,  you  have  no  business 
to  attempt  any  operation  for  mastoid  or  antrum  dis- 
eases. 

Don't  forget  that  an  aural  polyp  means  most  often 
dead  bone  in  the  middle  ear.  . 

Always  think  of  foreign  body  in  chronic  discharge 
from  the  ear. 

Never  use  force  in  removing  impacted  "wax." 
Get  what  you  can  today,  and  remove  the  rest  after 
softening  it. 

When,  without  apparent  cause,  a  child's  face, 
neck,  head,  or  even  whole  body  becomes  covered 
with  scabs  and  sores,  look  in  the  ear  for  the  original 
source  of  the  pus  infection. 

Watch  out  for  congenital  syphilitic  otitis  media  in 
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infants  and  young  children — failure  to  recognize  and 
treat  it  is  responsible  for  a  great  deal  of  deaf-mut- 
ism. 

MOUTH. 

Repair  a  harelip  as  soon  as  you  can  get  the  baby— 
the  earlier  the  better. 

No  one  ever  uses  "pins"  nowadays;  take  off  the 
strain  by  means  of  the  mattress  suture  (subcuticu- 
lar)  and  the  8-shaped  adhesive  strip,  or  use  lead 
plates. 

Do  not  fail  to  loosen  the  lip  from  the  jaw  before 
sewing. 

When  "  clef t-palate ' '  complicates,  push  the  bones 
together  and  wire  "  a  la  Brophy. ' '  If  bilateral  never 
throw  away  the  premaxilla. 

In  these  cases  you'll  not  have  success,  if  you  do  too 
much  at  one  time. 

Always  tell  the  people  that  several  operations  may 
be  necessary. 

Never  neglect  a  chronic  sore  on  the  lip.  If  it  re- 
sists antisyphilitic  treatment,  insist  on  a  microscop- 
ical examination  of  a  section  from  it.  Death  from 
cancer  of  the  lip  is  unnecessary. 

Any  operation  for  cancer  that  does  not  remove  the 
regional  lymph-glands  as  well  as  the  primary  growth 
can  give  no  hope  of  cure. 

Always  remove  causes  for  irritation  when  treat- 
ing any  sore  about  the  mouth. 

A  diagnosis  between  syphilis  and  malignant  dis- 
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ease  in  the  mouth  may  be  extremely  difficult.  Never 
fail  to  have  the  Wassermann  done,  and  do  not  over- 
look microscopical  diagnosis.  When  either  of  these 
is  not  obtainable,  give  the  iodid  of  potash  and  mer- 
cury in  increasing  doses  for  at  least  three  weeks. 

Never  give  antisyphilitic  medicines  without  pre- 
scribing remedies,  and  giving  instructions,  for  keep- 
ing the  teeth  clean. 

Do  not  forget  to  fasten  your  drain  in  place  if  you 
drain  the  antrum  for  empyema — it  may  fall  out,  but 
it 's  worse  if  it  fall  in. 

Eemember  that  any  acute  or  chronic  inflammation 
in  the  mouth  of  a  child  may  end  in  cancrum  oris,  if 
the  child  develop  scarlet  fever,  or  become  debilitated 
from  any  cause. 

Be  prompt  in  dealing  with  cancrum  oris — it  always 
begins  on  the  inside — and  remember  that  salivation 
can  cause  a  much  similar  picture. 

Bear  in  mind  that  pyorrhea  alveolaris  is  common 
in  the  poor,  but  not  unknown  in  the  rich,  and  be  sure 
to  order  the  patient  to  have  it  treated.  Try  auto- 
genous vaccines,  and  make  the  patient  use  an  anti- 
septic mouth-wash  every  two  or  three  hours. 

Do  none  but  operations  of  urgency  on  patients  suf- 
fering with  pyorrhea  alveolaris  without  first  putting 
the  mouth  in  order. 

Any  focus  of  suppuration  in  or  about  the  floor  of 
the  mouth  or  gums  may  be  the  starting-point  of  a 
Ludwig's  angina. 

In  Ludwig's   angina,   the   tongue  is   pushed  up 
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against  the  roof  of  the  mouth  and  then  backward 
into  the  pharynx,  closing  the  larynx. 

Eelieve  this  pressure  and  open  the  focus  of  in- 
fection, by  cutting  through  the  mylohyoid  from  the 
outside.  Act  promptly ;  the  disease  is  a  very  danger- 
ous one. 

By  macroscopical  appearance  alone  you  cannot  tell 
whether  you  have  to  deal  with  a  fibrous  epulis  or  a 
giant-celled  sarcoma. 

Eemember  that  a  fibrous  epulis  will  recur  unless 
you  completely  remove  the  peridental  membrane  or 
periosteum  from  which  it  grew.  It  is  better  to  re- 
move that  portion  of  the  alveolar  process  completely. 

Do  not  forget  that  a  giant-celled  sarcoma  is  not  a 
very  malignant  affair.  It  will  likely  not  be  neces- 
sary to  remove  a  section  of  the  jaw,  for  one  growing 
on  the  gums. 

Carcinoma  attacks  the  gums  frequently  enough. 
It  often  begins  behind  the  last  molar  tooth;  there- 
fore always  be  suspicious  of  chronic  sores  on  the 
jaws. 

Never  make  a  diagnosis  of  sarcoma  of  the  jaw 
without  noting  whether  any  of  the  teeth  have  failed 
to  erupt,  or  without  taking  an  x-ray  picture. 

Eough  jagged  teeth  have  a  habit  of  causing  ulcers 
on  the  adjacent  tongue  or  cheek,  and  cancer  is  prone 
to  develop  in  such  ulcers.  Therefore  look  well  for 
cause  of  irritation  in  chronic  ulcer,  and  remove  it; 
and  always  remember  that  even  a  seemingly  trivial 
abrasion  can  be  the  point  of  origin  for  cancer. 
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It  is  not  likely  that  radical  measures  will  ever  be 
necessary  in  treating  tuberculosis  of  the  tongue  or 
palate,  as  there  is  usually  advanced  tuberculosis  in 
larynx  and  lungs  in  these  cases. 

Even  so  simple  an  operation  as  removal  of  the  ton- 
sils has  a  death-rate.  Never  make  light  of  it,  and 
never  do  it  except  where  you  have  at  hand  conven- 
iences for  treating  patients  for  postoperative  shock 
or  hemorrhage. 

Up  to  date,  we  have  had  many  methods  advocated, 
but  that  of  Sluder  is  so  simple  and  certain  (in  the 
hands  of  those  qualified  to  do  surgery),  that  it  seems 
to  be  the  best  of  all  thus  far  described. 

Eemember  that  adenoids  are  removed  when  found, 
but  tonsils  when  they  cause  trouble. 

Never  be  afraid  to  put  your  finger  into  the  child 's 
pharynx  when  looking  for  adenoids,  and  also  to  do 
it  as  a  matter  of  routine  immediately  after  you  have 
scraped  them  out. 

Don't  dally  with  applications  to  control  bleeding 
after  the  removal  of  tonsils.  If  the  bleeding  be  seri- 
ous, either  apply  a  tonsil  hemostatic  forceps  or  else 
anesthetize  the  patient,  and  take  a  stitch  or  two  from 
one  pillar  to  the  other  under  the  bleeding  surface. 

Eemember  that  the  tongue  sometimes  becomes 
acutely  inflamed,  that  swelling  takes  place  very  rap- 
idly, and  that  acute  swelling  of  the  tongue  is  al- 
ways a  serious  matter.  Also  the  tongue  becomes 
acutely  edematous  in  angioneurotic  disturbance, 
without  inflammation.  One  must  act  promptly.  If 


142  GOLDEN   KULES   OF   SUKGEEY. 

breathing  is  interfered  with,  do  an  intubation ;  but  if 
this  is  not  immediately  feasible  (and  it  will  not  be) 
and  there  is  danger,  do  a  tracheotomy. 

When  you  find  wounds  of  unknown  origin  on 
tongue,  cheek,  or  lip,  think  of  nocturnal  epilepsy. 

Do  not  use  a  sharp  scissors  for  cutting  the  f renum 
linguae. 

Bear  in  mind  that  the  fissured  tongue  and  the 
tongue  bearing  leucoplakic  areas  are  the  tongues 
most  often  attacked  by  carcinoma,  and  do  not  forget 
that  syphilis,  smoking,  spirits,  and  spices  are  very 
frequent  causes  of  leucoplakia  and  fissuring. 

Though  leucoplakia  be  caused  by  syphilis,  it  can- 
not be  cured  by  KI  and  Hg.,  any  more  than  can  tabes 
dorsalis — try  salvarsan. 

Whenever  you  find  the  tongue  infiltrated  and  thick- 
ened, and  almost  or  quite  fixed  in  the  floor  of  the 
mouth,  think  of  syphilis,  and  fear  carcinoma  or  sar- 
coma. 

Bear  in  mind  also  that  a  streptococcus  infection 
can  be  of  very  long  duration  and  cause  a  very  dense 
and  widespread  infiltration — woody  phlegmon. 

Eemember  that  lymphatics  cross  the  median  line 
over  the  back  part  of  the  tongue. 

Do  not  forget  that  carcinoma  may  begin  well  back 
in  the  paralingual  sulcus,  and  give  a  great  deal  of 
pain  over  the  fifth  nerve  or  parts  of  it,  long  before 
the  patient  is  aware  of  the  presence  of  a  sore. 

If  a  carcinoma  in  the  back  part  of  the  mouth  be 


SUEGEBY   OP   THE   HEAD.  143 

operated,  the  tonsil  should  surely  be  removed,,  and 
also  the  glands  on  both  sides  of  the  neck.  It  is  crim- 
inal to  remove  a  primary  focus  of  carcinoma  in  its 
early  stages  and  pay  no  attention  to  the  regional 
glands. 

Never  forget  that  syphilis  attacks  both  hard  and 
soft  palates,  and  the  gumma  left  to  itself  soon 
causes  a  perforation. 

Do  not  advise  the  patient  to  wear  an  obturator 
for  a  perforation  of  the  hard  palate.  Defects  are 
rarely  too  large  to  be  repaired. 

Eemember  that,  if  a  patient  learn  to  talk  before 
having  a  cleft-palate  repaired,  an  operation,  no  mat- 
ter how  well  done,  will  never  make  very  much  change 
in  the  character  of  the  speech. 

Gauze  soaked  in  10  per  cent  colloidal  silver,  packed 
in  mouth  wounds,  remains  odorless  for  a  long  time. 

Whitehead's  varnish  makes  a  good  dressing  for 
fresh  raw  surfaces  in  the  mouth. 

Make  it  a  rule  to  keep  the  mouth  well  cleansed  both 
before  and  after  all  operations,  but  above  all,  do  so 
in  operations  on  the  mouth  and  air-passages. 

Eemember  that  peritonsillar  abscess  may  cause 
death  if  improperly  treated.  Open  it  on  a  line  be- 
tween the  upper  third  molar  and  the  base  of  the 
uvula,  but  nearer  to  the  uvula. 

A  salivary  calculus,  if  in  the  duct,  should  be  ap- 
proached through  the  mouth — and  always  with  the 
full  knowledge  that  small  ones  are  very  elusive. 
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A  salivary  fistula  will  nearly  always  close  if  an 
opening  be  maintained  between  the  duct  and  the 
mouth  proximal  to  the  fistula. 

Whenever  you  must  open  an  abscess  inside  the 
mouth,  nose,  or  pharynx  of  a  child,  never  allow  the 
pus  to  gravitate  toward  the  larynx — even  completely 
invert  the  patient  if  necessary,  but  usually  the  Rose 
position  will  meet  all  requirements. 

An  acute  retropharyngeal  abscess  is  never  tuber- 
cular. 

Foreign  bodies  lodged  in  the  pharynx  or  upper 
esophagus  may  kill  by  suffocation.  Bear  this  in 
mind,  and  don't  work  too  long  trying  to  remove  the 
foreign  body.  If  the  patient's  condition  be  serious, 
do  a  tracheotomy,  and  then  remove  the  foreign  body 
at  your  leisure. 

Always  remember  the  possibility  of  cervical  caries 
as  a  cause  of  retropharyngeal  abscess — and  open 
such  an  abscess  from  without  if  possible. 

The  esophagoscope  and  bronchoscope  in  skilled 
hands  have  obviated  many  operations  and  saved 
many  lives — but  in  unskilled  hands  they  are  danger- 
ous weapons. 


CHAPTER  XII. 
SURGERY  OF  THE  NECK. 

Never  neglect  or  think  lightly  of  a  stab  wound  in 
the  neck. 

When  there  is  arterial  bleeding  in  the  upper  part 
of  the  neck  after  stab  wounds,  it  is  safer  to  ligate 
the  external  or  even  the  common  carotid. 

Remember  that,  if  you  ligate  the  external  carotid 
too  close  to  its  origin,  the  clot  which  forms  on  the 
proximal  side  of  the  ligature  may  be  loosened  and 
forced  through  the  internal  carotid  to  the  brain. 

When  you  ligate  terminally  large  veins  or  arteries 
in  stab  or  other  wounds,  bear  in  mind  that  if  the 
wound  suppurates  there  will  likely  be  a  secondary 
hemorrhage  after  five  or  six  days. 

In  cut  throat  be  sure  to  remove  all  shreds  that  may 
be  hanging  into  the  trachea,  before  you  suture  the 
trachea — swelling  of  these,  if  left,  may  interfere  with 
respiration. 

Use  only  absorbable  sutures  when  sewing  deep 
structures  in  an  infected  wound  in  the  neck  or  else- 
where. 

After  cut  throat  close  the  deeper  structures  with 
drainage,  but  if  the  trachea  was  opened,  don't  close 
the  skin  wound. 
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If,  after  treating  a  cut  throat,  you  notice  cellular 
emphysema  developing,  you  may  be  sure  that  the 
wound  in  the  trachea  is  not  closed.  Either  close  it 
at  once  or  remove  all  the  sutures  in  the  structures 
over  it,  that  the  air  may  not  be  forced  far  and  wide 
into  the  tissues. 

Never  forget  that  fractures  of  the  laryngeal  car- 
tilages and  wounds  of  the  epiglottis  or  arytenoids 
are  very  serious.  The  nearer  to  the  cords,  the  more 
serious  the  injury — if  there  are  signs  of  emphysema 
or  obstruction,  do  a  tracheotomy  at  once. 

In  all  cases  of  dysphagia  or  dyspnea  of  unknown 
cause  in  infants  and  young  children,  look  in  the 
pharynx  for  retropharyngeal  abscess. 

In  all  cases  of  sudden  dyspnea  in  infants  and 
young  children  look  for  foreign  body  in  larynx  or 
pharynx. 

Always  hasten  to  remove  foreign  bodies  from  the 
respiratory  tract. 

Never  invert  the  patient  for  foreign  body  in  the 
trachea  or  bronchi  unless  you  are  at  once  ready  to 
do  a  tracheotomy  if  the  foreign  body  become  lodged 
in  the  glottis. 

The  bronchoscope  properly  used  is  the  best  instru- 
ment with  which  to  remove  foreign  bodies  from 
trachea  or  bronchi. 

Be  sure  that  a  foreign  body  allowed  to  remain  in  a 
bronchus  will  cause  trouble,  and  perhaps  death  later. 

Open  abscesses  in  the  neck  by  Hilton's  method— 
i.  e.,  incise  the  skin,  and  then  force  a  blunt  artery 
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forceps  to  the  abscess  cavity — unless  you  know  that 
anatomy  so  well  that  you 'are  sure  of  yourself. 

Always  examine  the  interior  of  mouth,  nose, 
pharynx,  and  larynx  when  consulted  for  swellings  in 
the  neck. 

Do  not  forget  that  a  branchial  cyst  or  cyst  of  the 
thyroglossal  duct  may  suppurate  and  resemble  sim- 
ple abscess. 

Median  cervical  fistulae,  as  well  as  branchial  or 
other  fistulae,  can  be  more  readily  dissected  out,  if 
you  first  inject  them  with  methylene  blue. 

It  is  always  best  to  divide  the  hyoid  bone  in  the 
middle  line  and  to  make  sure  that  a  median  cervical 
fistula  does  not  pass  up  behind  it  through  the  base 
of  the  tongue  when  you  think  it  ends  at  the  hyoid. 

Don 't  forget  lliat  normally  there  is  a  bursa  behind 
the  body  of  the  hyoid  bone  in  the  median  line,  and 
it  sometimes  becomes  enlarged  and  cyst-like. 

A  bursa  may  form  over  the  thyroid  promontory 
and  be  subject  to  the  same  diseases  and  conditions 
that  affect  bursae  elsewhere — it  is  often  wrongly  diag- 
nosed thyroglossal  cyst. 

Always  use  a  hypodermic  needle  before  you  at- 
tempt the  removal  of  a  cyst  in  the  neck. 

Never  plunge  a  knife  into  any  fluctuant  or  pseudo- 
fluctuant  mass  in  the  neck,  without  thinking  of 
aneurysm  and  vascular  sarcoma. 

Any  cystic  or  other  non-inflammatory  swelling  in 
the  neck  that  causes  pain  should  be  suspected  of 
malignancy. 
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Before  you  make  a  diagnosis  of  branchiogenous 
cancer,  be  sure  you  search  mouth,  nose,  and  pharynx 
again  for  an  overlooked  primary  carcinoma. 

Never  lightly  attack  small  tumors  in  the  parotid 
or  submaxillary  region.  Tumors  arising  in  these 
glands  are  deceptive,  and  often  seem  to  be  merely 
lying  in  the  subcutaneous  tissue — you  may  have  to 
remove  the  whole  gland  or  a  large  portion  of  it  be- 
fore you  get  through. 

Be  very  careful  in  your  prognosis  of  salivary- 
gland  tumors. 

GLANDS. 

Never  fail  to  examine  the  mouth  when  consulted 
for  enlarged  glands  in  the  neck. 

Do  not  forget  that  the  favorite  site  for  syphilitic 
enlargement  is  the  posterior  triangle,  and  for  tuber- 
culosis the  anterior. 

Eemember  that  the  lymphatics  of  fauces  and  naso- 
pharynx, and  back  part  of  tongue,  cross  the  median 
line,  and  thus  for  the  deep  glands  the  focus  of  in- 
fection may  be  on  the  other  side  of  the  median  line. 

Bear  in  mind  that  glands  sometimes  become  en- 
larged without  apparent  cause  and  get  well  of  them- 
selves— the  more  rapid  the  process,  the  less  likely 
tuberculosis. 

Always  have  a  thorough  blood  examination  made 
in  every  case  of  chronic  lymphadenitis. 

When  a  diagnosis  of  tuberculosis  of  lymph-glands 
has  been  made,  the  proper  treatment  is  complete  re- 
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moval  first,  and  dietetic  and  hygienic  measures 
later. 

Never  attempt  the  complete  operation  in  the  pres- 
ence of  suppuration  or  sinuses. 

When  treating  a  cervical  abscess  in  children,  never 
fail  to  exclude  cervical  caries. 

Should  you  cut  the  thoracic  duct,  try  to  sew  it  at 
once;  failing,  be  sure  to  ligate  it. 

Always  drain  after  the  radical  removal  of  glands, 
but  never  change  drains. 

Do  not  get  excited  when  you  hear  air  sucked  in 
through  tissues — it  does  not  always  mean  that  you 
have  cut  a  large  vein  or  the  pleura.  Air  may  be  so 
drawn  through  loose  cellular  tissue.  . 

Press  firmly  on  the  part  with  a  pad  of  gauze  and 
prevent  cellular  emphysema. 

Never  cut  structures  while  pulling  on  them. 

Kemember  that  you  may,  if  necessary,  remove  a 
segment  of  the  internal  jugular  on  one  side  and  fear 
no  consequences — not  so  with  the  common  or  internal 
carotid  artery,  and  yet,  if  the  case  demands  it,  re- 
move these. 

PHARYNX  AND  ESOPHAGUS. 

When  a  foreign  body  lodged  in  pharnyx  or  gullet 
resists  all  your  attempts  at  extraction  through  the 
mouth,  it  should  at  once  be  removed  through  the  neck. 

Never  try  to  push  such  a  foreign  body  down  into 
the  stomach. 

Always  use  a  sound  in  the  gullet  if  possible,  and 


150  GOLDEN    KULES    OF    SUKGEEY. 

with  it  push  the  gullet  up  into  the  wound  when  doing 
a  cervical  esophagotomy. 

Never  use  non-absorbable  sutures  when  sewing  up 
a  wound  in  the  esophagus. 

Bismuth  milk  and  the  x-ray  give  a  good  deal  of 
information  about  esophageal  stricture  or  diver- 
ticulum. 

Eemember  that  gradual  dilatation  is  very  effective 
in  treating  stricture  of  the  esophagus  in  children. 
It  may  be  necessary  to  do  a  gastrostomy  in  order  to 
sustain  life  while  dilating  the  stricture. 

The'  occasional  passage  of  bougies  should  be  con- 
tinued indefinitely. 

Never  use  force  when  attempting  to  pass  a  bougie 
through  a  stricture. 

Do  not  pass  a  stomach  tube  without  a  gag  between 
the  patient's  teeth,  or  without  being  satisfied  that  the 
patient  has  not  an  aneurysm  of  the  aorta. 

TRACHEA. 

•  Always  have  ready  and  keep  wrapped  in  sterile 
coverings  a  complete  sterilized  set  of  tracheotomy  in- 
struments. 

In  doing  a  very  urgent  tracheotomy,  grasp  the  thy- 
roid and  cricoid  firmly  in  your  left  hand,  trying  to 
work  fingers  and  thumb  behind  them,  and  make  a 
hole  in  the  trachea.  You  can  control  the  bleeding 
when  the  child  begins  to  breathe. 

When  the  case  is  not  urgent,  proceed  with  care, 
and  control  all  bleeding  before  opening  the  trachea. 
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Just  before  you  open  the  trachea,  always  look  again 
to  make  sure  your  opening  will  be  in  the  middle  line 
of  the  windpipe. 

Always  be  certain  that  you  have  both  long  and 
short  tubes,  and  be  sure  to  use  a  long  one  in  a  low 
tracheotomy,  or  in  very  fat  necks. 

Never  forget  the  danger  of  pneumonia,  and  see  that 
the  air  in  the  room  is  warm  and  moist. 

Keep  the  tube  loosely  covered  with  gauze,  and  use 
only  gauze  with  hemmed  or  selvage  edges. 

Always  have  an  attendant  constantly  beside  the 
patient  to  care  for  the  tube  for  the  first  few  days. 

Should  the  tube  slip  out  before  the  layers  in  the 
wound  edges  become  agglutinated  to  each  other, 
warn  the  attendant  not  to  attempt  to  reinsert  it,  but 
to  hold  the  wound  edges  open  till  you  come. 

Always  bear  in  mind  that  cyanosis  and  difficult 
breathing  during  an  operation  on  the  neck  may  be 
caused  by  pulling  or  pressure  on  the  trachea. 

Should  you  have  to  do  a  tracheotomy  without  a 
tube,  and  have  neither  rubber  catheter  nor  tubing  to 
improvise  one,  you  may  succeed  by  sewing  the 
tracheal  wound  to  the  skin. 

GOITRE. 

All  goitres  that  cause  pressure  symptoms  should  be 
treated  surgically. 

Never  attack  the  goitre  of  puberty  without  the  most 
careful  consideration — unless  malignant,  they  rarely 
call  for  surgical  intervention. 
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Eemember  that  cystic  goitres  and  adenomata  in  the 
thyroid  do  not  get  well  with  internal  medication. 

A  goitre  that  is  causing  pain  should  be  at  once  re- 
moved  if  seen  early. 

Partial  removal  of  the  gland  with  a  prolonged 
rest-cure  afterward  gives  apparently  the  best  re- 
sults in  exophthalmic  goitre.  Not  every  case  of 
exophthalmic  goitre  will  be  cured  by  operation. 
Study  each  case  with  a  physician. 

The  earlier  the  surgeon  gets  the  patient  the  better 
the  final  result,  and  the  less  the  danger  of  opera- 
tion. 

A  preliminary  ligation  of  one  or  more  of  the  thy- 
roid arteries  in  all  bad  cases  is  the  rule. 

The  question  of  the  anesthetic  to  be  used  is  very 
important.  Those  who  have  the  best  results  with  the 
greatest  number  use  ether ;  but  it  is  given  by  experts, 
and  very  little  is  used. 

Follow  the  technic  of  Kocher  or  Mayo,  and  the 
mortality  will  be  very  low. 

Nowhere  do  skill  and  speed  count  for  more  than 
in  operations  on  the  thyroid  gland,  and  above  all  in 
cases  of  exophthalmic  goitre. 

Eemember  that  every  drop  of  blood  lost  and  every 
needless  touch  to  gland  or  raw  tissues  count  against 
the  exophthalmic  patient. 

Always  make  your  first  incision  long  enough. 

Do  not  cut  the  depressor  muscles  of  the  larynx  and 
hyoid.  bone  below  the  point  where  their  nerves  enter 
— keep  well  to  their  upper  ends. 


SUKGERY    OF    THE    NECK.  153 

Get  inside  the  capsule  of  the  gland  before  you  be- 
gin the  enucleation,  and  watch  that  you  do  not  tear 
it  and  get  outside  of  it  again. 

It  is  very  unlikely  that  you  will  injure  parathyroids 
or  recurrent  laryngeal  nerve  as  long  as  you  keep 
within  the  gland-capsule. 

Never  permit  bleeding,  either  from  the  gland  or 
from  vessels  in  the  wound — catch  before  cutting, 
where  possible. 

Bear  in  mind  that  the  trachea  when  compressed  by 
the  goitre  is  nearly  always  flattened  from  side  to  side 
and  is  often  pushed  to  one  side  of  the  median  line. 

The  pressure  may  have  caused  softening  of  the 
rings  of  the  trachea,  and  one  may  easily  tear  a  hole 
in  it — if  you  do  so,  suture  it  with  catgut. 

Patients  die  soon  after  operation  on  the  thyroid 
gland  of  heart  failure,  shock,  hemorrhage,  hyperthy- 
roidism,  and  tetany. 

Heart  failure  can  be  guarded  against  by  prelimi- 
nary ligation,  getting  the  case  early,  preoperative 
preparation  and  rest,  and  proper  anesthesia. 

Shock  can  be  lessened  by  speed  and  skill  in  opera- 
ting, and  by  proper  anesthesia. 

Hemorrhage  can  be  prevented  by  a  skillful  opera- 
tor. 

Hyperthyroidism  can  be  diminished,  if  not  alto- 
gether prevented,  by  skill  in  operating,  speed,  pre- 
vention of  bleeding,  no  handling  of  gland  or  raw  tis- 
sues, and  by  good  drainage  in  all- cases. 

Tetany  can  be  prevented  by  keeping  inside  the 
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capsule  of  the  gland,  and  so  avoiding  the  removal  of 
the  parathyroids. 

Bear  in  mind  that  if  you  are  obliged  to  remove  the 
whole  gland  you  must  feed  the  patient  on  thyroid  ex- 
tract ever  after  to  prevent  hypothyroidism. 

Even  on  thyroid  extract  young  patients  from  whom 
the  whole  thyroid  has  been  removed  do  not  thrive  for 
very  long.  Older  patients  bear  the  loss  of  their  thy- 
roids with  less  disturbance. 

Always  drain  after  removal  of  the  thyroid  or  part 
of  it. 

Always  advise  the  rest-cure  after  operation  in 
exophthalmic  goitre. 


CHAPTER  XIII. 
SURGERY  OF  THE  THORAX. 

Be  sure  that  you  are  feeling  the  same  rib  on  both 
sides  of  the  injury  when  trying  to  diagnose  fracture. 

Never  mind  about  the  crepitus  if  the  other  signs 
are  present ;  treat  as  a  fracture — if  legal  sequelae  are 
likely,  use  the  x-ray. 

The  sound  side  is  the  splint,  and  the  adhesive 
swathe  is  the  bandage. 

An  adhesive  swathe  must  reach  three  inches  above 
and  three  below  the  fractured  ribs,  as  well  as  cover 
them. 

An  adhesive  swathe  that  does  not  go  at  least  two 
thirds  around  the  chest  does  very  little  good. 

Never  allow  a  swathe  or  bandage  of  any  kind  to  re- 
main on  the  chest  if  the  patient  is  not  made  more 
comfortable  by  it. 

Surgical  emphysema  is  treated  by  closing  the 
wound  in  the  chest  wall,  and  then  treating  symptoms 
as  they  arise. 

' t  All  penetrating  wounds  should  be  closed  at  once, 
and  a  plaster-jacket  applied.  This  is  the  most  suc- 
cessful method  of  treating  gunshot  wounds  of  the 
chest. "— B. 

"I  have  found  that  breathing  becomes  easier  after 
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a  strong  supporting  bandage  encircles  the  chest." 
-B. 

Patients  with  emphysema  and  bronchitis  bear  chest 
wounds  badly — do  not  leave  on  adhesive  or  plaster 
of  Paris  in  such  cases,  unless  benefit  is  at  once  ap- 
parent. 

Give  no  opium  preparation  in  injuries  of  the  chest 
if  the  sputum  is  thick  and  tenacious — rather  give  an 
expectorant  and  whisky. 

Old  patients  are  often  made  much  more  comfort- 
able by  lying  on  the  injured  side,  but  too  long  in  one 
position  begets  pneumonia. 

Always  auscultate  and  percuss  over  the  spot  at 
which  you  are  going  to  insert  your  needle  immedi- 
ately before  puncturing  in  exploration  or  aspiration. 

Always  be  on  the  watch  for  pneumothorax  after 
all  chest  injuries. 

In  all  effusions  into  the  pleural  cavities  watch  for 
displacement  of  the  apex  beat.  The  more  it  is  dis- 
placed the  more  urgent  the  need  of  removal  of  the 
fluid,  and  the  greater  the  danger  of  sudden  death 
while  doing  so. 

Never  stick  your  needle  through  the  skin — incise  it. 

Always  turn  the  patient  toward  the  side  on  which 
you  are  working.  When  this  is  impossible,  place  him 
either  on  his  back  or  on  his  face.  Never  hamper  the 
working  of  the  sound  side. 

Be  certain  that  someone  is  watching  the  pulse  (bet- 
ter blood-pressure)  and  respiration,  and  never  evacu- 
ate fluid  rapidly  or  too  much  at  one  time. 
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The  anesthetic  often  kills  in  thoracotomy.  Always 
prefer  to  use  local  analgesia. 

In  children,  or  in  very  bad  cases  of  empyema,  it  is 
-much  better  to  quickly  plunge  the  knife  through  an 
intercostal  space  than  to  resect;  one  stroke  does  it, 
and  that  alone  may  be  sufficient  to  cure — at  any  rate 
it  will  cause  such  improvement  that  a  few  days  or 
weeks  later  you  may  resect  without  killing  your  pa- 
tient.— C. 

Always  remember  to  stop  aspirating  if  much  pain 
is  complained  of  or  if  serious  coughing  should  oc- 
cur. 

Always  be  sure  that  your  needle  and  all  apparatus 
are  in  order  before  inserting — this  may  be  shown  by 
allowing  a  little  sterile  water  or  saline  to  be  sucked 
up  by  it. 

Be  sure  to  open  low  enough — "  drain  at  the  most 
dependent  point." 

It  is  quite  unnecesary  to  irrigate  or  to  wait  till 
all  the  pus  runs  out  before  inserting  your  tube. 
Place -it,  and  apply  your  dressings — get  the  patient 
in  bed. 

Never  insert  a  long  tube.  It  should  enter  the  cav- 
ity and  go  no  farther,  unless  you  are  draining  the 
posterior  or  anterior  phrenocostal  sinus  through  a 
lateral  wound.  Have  it  large  enough  and  non-col- 
lapsible. ' 

Always  remember  to  anchor  the  tube.  It  is  im- 
portant that  it  should  not  come  out,  but  far  more 
unpleasant  if  it  slip  in. 
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Leave  the  tube  in  place  as  long  as  pus  comes  out 
through  it — no  need  to  keep  changing  it. 

Always  inject  your  old  pleura!  sinuses  with  milk 
of  bismuth,  and  x-ray  before  making  your  final  diag- 
nosis— they  may  communicate  with  the  gullet  or 
other  viscus. 

Insufflation  anesthesia  is  better  in  intrathoracic 
operations.  It  should  be  attempted  only  by  the  well 
trained.  Try  it  on  the  dog. 

It  is  very  thrilling — in  the  newspapers — to  have 
sewed  up  a  wound  in  the  heart.  The  patients  who 
get  well  after  such  surgical  exercise  would  very  likely 
not  have  bled  to  death  had  the  cardiac  wound  not 
been  sewed.  It  is  usually  sufficient  to  remove  the 
clot  from  the  pericardial  sac,  but  if  bleeding  is  go- 
ing on,  control  it,  and  close  the  sac  without  drainage. 

Never  forget  that  the  dome  6f  the  diaphragm  rises 
as  high  as  the  fifth  rib  in  front,  and  always  look  for 
wounding  of  the  abdominal  viscera  in  penetrating 
wounds  of  the  thorax  below  this  level. 

BREAST. 

Don^t  forget  that  mammary  abscess  occurs  both 
early  and  late  in  lactation. 

Avoid  early  lactation  abscess  by  proper  care  of 
the  nipples,  and  prevent ll caking "  in  the  early  days; 
and  never  let  the  child  nurse  after  nine  months  to 
prevent  the  late. 

It  does  not  matter  much  if  you  do  cut  acini  and 
ducts,  and  it  does  matter  whether  you  secure  early 
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and  efficient  drainage.  Use  the  radiating  incision, 
and  make  it  deep  and  long  enough. 

Never  pack  a  mammary  abscess  cavity  with  gauze 
—open  it  well  under  an  anesthetic  (Ether 
Eausch),  and  fasten  a  rubber  drain  in  what  is  to  be 
its  most  dependent  part.  Keep  drain  in  place  as 
long  as  there  is  pus. 

After  opening  mammary  abscess,  always  be  sure 
to  support  the  breast  in  a  bandage  and  to  put  the 
arm  in  a  sling. 

Eemember  that  one  female  breast  at  about  puberty 
may  become  immensely  hypertrophied  long  before 
there  is  any  other  apparent  sign  of  puberty — also 
that  simple  hypertrophy  of  a  breast  may  look  like  a 
sarcoma. 

Always  bear  in  mind  that  malignant  tumors  early 
tend  to  become  "  fixed "  to  the  structures  among 
which  they  grow. 

In  examining  any  breast  tumor  do  not  fail  to  test 
for  "fixity"  to  skin  and  to  pectoral  fascia. 

Try  to  elicit  "  dimpling "  of  the  skin  by  pinching 
it  up  over  the  growth — it  dimples  if  it 's  ' i  fixed ' '  to 
the  tumor. 

Never  try  for  fixation  to  pectoral  fascia  without 
first  causing  the  underlying  muscle  to  contract 
strongly,  and  then  try  to  move  the  growth  in  the  di- 
rection of  the  muscle-fibers. 

Be  sure  to  examine  the  other  breast — both  are 
more  likely  to  be  involved  in  chronic  interstitial  mas- 
titis. 
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It  is  well  to  remember  that  "chronic  abscess "  in  a 
young  woman  may  feel  just  like  a  hard  solid  growth. 
The  same  is  true  of  ' '  cyst. ' ' 

Never  coquette  with  a  tumor  in  the  breast  of  a 
female  over  forty. 

Examine  every  benign  growth  microscopically 
after  you  remove  it — don't  cut  out  pieces  for  micro- 
scopic examination.  Take  it  out  before  you  even  cut 
across  it.  It  takes  only  a  few  minutes  for  a  com- 
petent pathologist  to  say  whether  it  is  doubtful,  and 
if  it  is  even  doubtful,  be  radical. 

Do  not  dare  to  remove  a  curable  carcinoma  of  the 
breast  without  at  once  removing  all  of  the  axillary 
glands,  and  never  hesitate  about  removing  the  ster- 
nal part  of  the  great  pectoral  muscle-1— a  patient 
never  feels  the  loss  of  the  minor  pectoral,  and  you'll 
do  a  better  job  if  it  is  also  removed. 

Never  forget  when  making  your  first  incision  that 
you  must  not  injure  the  cephalic  vein — you  may  have 
to  remove  a  portion  of  the  axillary  vein  before  you 
get  through,  and  if  so,  the  cephalic  becomes  very  im- 
portant. 

Do  not  amputate  the  breast  and  chest  muscles 
first,  and  then  "using  the  mass  as  a  handle,"  as  a 
surgeon  (?)  once  advised,  "mess  over"  and  soil  the 
clean  tissue  with  it  while  removing  the  glands  from 
the  axilla.  Get  the  glands  first  unless  there  is  some 
good  reason  for  not  doing  so. 

Always  prefer  to  have  suppuration,  and  skin- 
grafting  afterward,  rather  than  recurrence  follow- 
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ing  neat  approximation  with  healing  per  primam — 
cut  wide  of  the  growth. 

I  believe  that  the  reason  recurrence  is  rare  after 
healing  with  suppuration  is  not  because  of  the  in- 
fluence of  the  suppuration  so  much  as  that  wide  ex- 
cision is  more  likely  to  have  been  done,  and  this 
favors  non-recurrence  and  suppuration. — C. 

Wide  undercutting  favors  approximation  might- 
ily;  but  don't  undercut  too  close  to  the  skin,  or  gan- 
grene will  be  sure  to  supervene. 

If  you  swing  a  skin-flap,  get  it  from  the  belly — 
less  likely  to  have  carcinoma  cells  in  its  lymphatics. 

Always  remember  that  a  skin-flap  must  have  good 
arterial  supply  and  unobstructed  venous  return- 
one  is  of  as  much  importance  as  the  other. 

Never  make  a  poor  prognosis  to  your  patient,  but 
to  her  friends  the  prognosis  must  never  be  favor- 
able in  carcinoma  of  the  breast — the  younger  the 
patient,  the  worse  the  prognosis. 

Always  hasten  to  remove  a  benign  growth  from 
the  breast — eighty  per  cent  of  all  mammary  tumors 
are  malignant — and  then  hasten  to  have  a  competent 
pathologist  say  whether  it  is  malignant  or  not. 

Never  bandage  the  arm  to  the  side  after  removing 
the  glands  from  the  axilla.  Dress  it  in  the  "Treves 
position"  at  right  angles  to  the  body.  If  you  do  so, 
you  need  never  bother  about  "muscle-flaps  to  oblit- 
erate or  fill  in  the  axilla  "  or  "  lymphangioplasty  for 
restoration  of  the  obliterated  lymphatics."  There 
will  be  no  later  swelling  of  the  limb,  or  will  the 
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patient  go  through  life  unable  to  raise  the  arm ;  but 
even  after  removal  of  both  pectorals,  she  will  be 
able  "to  do  her  back  hair"  within  three  weeks,  and 
have  excellent  use  of  the  arm  afterward. — C. 


CHAPTER  XIV. 
GENERAL  ABDOMINAL  SURGERY. 

Except  in  emergency  no  one  should  ever  open  the 
human  abdomen  unless  he  is  competent  to  deal  with 
any  surgical  condition  which  may  be  found  there. 

Never  forget  that,  when  a  patient  has  too  frequent 
stools,  the  bowel  is  likely  trying  to  get  rid  of  some- 
thing that  is  irritating  it,  and  that  giving  opium  may 
quiet  things  but.  cannot  cure. 

In  treating  all  inflammatory  conditions :  the  first 
principle  is,  remove  the  cause  if  it  is  still  acting; 
and  the  second  is,  give  rest  to  the  inflamed  part. 

The  best  way  to  rest  a  bowel  is  to  clean  it  out 
thoroughly,  and  then  select  a  bland  diet  that  will 
leave  little  residue. 

If  you  have  made  a  diagnosis  of  intestinal  ob- 
struction, get  ready  to  open  the  abdomen — don't 
wait  to  determine  the  cause. 

Never  give  a  purge  in  acute  intestinal  obstruction. 
Try  the  enema,  but  don't  use  too  much  fluid  or  too 
much  force. 

Never  fail  to  make  a  blood  examination  and  the 
differential  leucocyte  count  if  you  have  any  doubt 
as  to  whether  it  is  an  acute  inflammatory  condition 
or  not. 
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Do  not  forget  that  belly-ache  in  a  child  is  often 
due  to  the  passing  of  uric-acid  gravel. 

Bear  in  mind  the  relation  of  the  right  ovary  to  the 
appendix;  they  are  often  in  contact — and  do  not 
make  a  diagnosis  of  appendicitis  without  excluding 
"ovaritis,"  etc. 

Never  fail  to  examine  per  rectum  or  per  vaginam 
in  all  cases  of  obstruction  of  the  bowel. 

Never  forget  that  pain  in  the  belly  is  often  the 
child's  first  symptom  of  Pott's  disease. 

Remember  that  opium  masks  symptoms.  Never 
give  it  before  your  diagnosis  is  made. 

Do  not  forget  that  the  pain  of  colic  is  relieved  by 
pressure — watch  the  patient  try  to  relieve  it. 

Eemember  that  pressure  increases  the  pain  if  any 
peritoneal  inflammation  exists. 

Bear  in  mind  that  it  is  not  impossible  to  have  per- 
itonitis and  at  the  same  time  have  bowel  movements 
and  pass  flatus — it  is,  however,  quite  unusual. 

Tenderness  alone  never  means  anything  of  a  seri- 
ous nature. 

Always  insist  on  having  good  light  in  examining 
any  abdomen. 

Never  give  a  purge  to  recover  a  swallowed  coin  or 
any  object  that  may  cut  or  tear — give  constipating 
foods  for  a  few  days. 

Do  not  be  too  hasty  with  your  purgative  in  any 
attack  of  acute  abdominal  pain — you  may  do  un- 
told harm  with  one. 
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Eemember  that  growths  starting  in  the  pelvis  can 
be  pushed  down  toward  the  pelvis,  while  those  start- 
ing in  the  loin  cannot;  but  if  renal,  they  can  be 
pushed  upward,  but  not  downward. 

Pancreatic  tumors  are  the  least  movable  growths 
found  in  the  abdomen. 

Do  not  forget  the  viscera  which  move  with  the 
diaphragm  when  palpating  abdominal  growths. 

Always  inflate  the  colon  and  the  stomach,  and  then 
palpate  and  percuss  the  tumor  once  more. 

In  suspected  renal  tumor  do  not  fail  to  have  the 
patient  sit  up  in  bed  and  lean  well  forward  on  the 
semiflexed  thighs,  then  look  for  bulging  in  the  loin. 

When  you  have  made  a  diagnosis  of  large  renal 
abscess  pointing  in  the  loin,  be  sure  to  look  again 
for  Pott's  disease. 

There  are  three  things  to  be  on  the  watch  for 
when  you  feel  a  non-inflammatory  growth  in  the 
abdomen:  viz.,  fecal,  phantom,  and  physiological 
tumor  (pregnant  uterus). 

Always  look  for  fat  in  the  stools,  and  try  for  the 
1 '  Cammidge ' '  reaction  if  you  wish  to  exclude  disease 
of  the  pancreas. 

Do  not  forget  that  frequency  of  urination  and  ar- 
dor urinae  are  common  in  affections  of  the  appendix, 
adnexa,  and  lower  bowel. 

Always  try  to  make  out  the  presence  of  free  fluid 
in  the  peritoneal  cavity  in  all  conditions  accompanied 
by  icterus. 
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Eemember  that  large  solid  abdominal  tumors  in 
children  are  most  often  either  renal  or  retroperi- 
toneal  sarcomata. 

Never  forget  that  falls  or  blows  on  the  abdomen 
may  rupture  a  viscus  and  give  no  surface  mark  what- 
ever. 

In  all  stab  or  gunshot  wounds  seen  at  once  operate 
if  there  is  s.till  hope. 

Bear  in  mind  that  stricture  of  the  bowel  may  form 
later  as  a  sequela  of  a  seemingly  very  slight  injury. 

Don't  forget  that  in  intraperitoneal  bleeding  on  the 
left  side  of  the  root  of  the  mesentery  the  blood  col- 
lects in  the  pelvis  and  in  the  left  loin ;  while  in  those 
on  the  right  side  the  loin  is  first  to  be  filled,  regard- 
less of  the  position  of  the  patient. 

Be  careful  in  returning  bowel  to  the  abdomen  that 
you  do  not  force  a  loop  of  bowel  between  the  perito- 
neum and  the  fascia  transversalis. 

Always  be  certain  to  control  all  bleeding  before 
closing  the  abdomen. 

You  cannot  control  bleeding  in  the  abdominal  cav- 
ity by  packing — neither  can  you  do  so  with  serious 
bleeding  from  the  abdominal  wall. 

Be  sure  to  remove  all  extravasated  blood  before 
closing,  paying  special  care  to  the  renal  fossae. 

The  question  of  drainage  in  clean  cases  is  still 
discussed  occasionally.  The  better  the  surgeon,  the 
less  often  the  need  for  drainage  in  clean  cases.  If 
in  doubt,  drain,  but  remove  your  drain  inside  of 
twenty-four  hours,  or  very  soon  after  that. 
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Be  sure  to  treat  the  patient  as  well  as  the  condi- 
tion. 

Remember  that  ten-  and  twenty-day  catgut,  or 
even  that  supposed  to  be  more  durable,  may  be  ab- 
sorbed or  break  in  less  than  five  days. 

Therefore  never  close,  except  after  the  muscle- 
splitting  operation,  with  catgut  alone,  but  always 
use  non-absorbable  retention  sutures  in  addition. 

Do  not  get  the  unsurgical  habit  of  tying  your  re- 
tention sutures  over  a  roll  of  gauze  laid  over  your 
line  of  incision.  Have  things  so  that  you  can  re- 
move a  clip  without  disturbing  everything  in  the 
event  of  "  stitch  abscess. " 

POSTOPERATIVE  TREATMENT. 

Be  on  the  watch  for  acute  dilatation  of  the  stom- 
ach after  all  abdominal  operations — it  has  occurred 
after  operation  elsewhere. 

The  first  signs  of  its  onset  are  belching,  nausea, 
and  distention.  Left  to  itself,  it  soon  kills  the  pa- 
tient— but  prompt  and  plentiful  use  of  the  stomach 
tube  with  frequent  change  of  position  will  be  fol- 
lowed by  cure. 

Postoperative  pneumonia  can  be  largely  prevented. 
Always  prepare  the  patient's  mouth  some  days  be- 
forehand, attending  to  bad  teeth  and  frequently  us- 
ing an  antiseptic  mouth-wash  and  gargle.  Keep  the 
patient  covered  as  well  as  possible  with  woolens 
while  on  the  table  and  in  transit.  Have  the  oper- 
ating-room warm — not  hot.  Have  an  expert  anes- 
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thetist.  After  operations  in  the  mouth  or  in  the 
upper  abdomen  raise  the  patient  to  the  sitting  (or 
half-sitting)  posture  as  soon  as  possible.  Give 
plenty  of  water. 

Gaseous  distention  of  the  bowels  begins  after 
twenty-four  hours  and  causes  a  good  deal  of  pain 
and  discomfort.  Never  attempt  to  relieve  the  pa- 
tient by  giving  morphin;  it  is  always  dangerous. 

Use  the  rectal  tube  and  the  asafetida  enema  or  pill, 
or  both. 

Be  on  your  guard  in  using  turpentine  freely,  lest 
you  cause  suppression  of  the  urine. 

The  matter  of  giving  a  purge  after  an  abdominal 
operation  is  one  about  which  there  is  division  of  opin- 
ion. All  are  agreed  that  the  bowel  should  move  on 
the  third  or  fourth  day  at  the  latest.  There  should 
never  be  given  a  drastic  purgative. 

Try  a  soapsuds  enema  or  two,  and  if  this  is  not 
successful,  give  a  mild  purge.  A  daily  enema  will 
usually  be  all  that  is  needed. 

The  diet  after  abdominal  operations  varies. 

Give  no  solids  after  any  abdominal  section  till  the 
bowel  moves. 

If  the  gastrointestinal  tract  has  been  opened,  give 
no  solid  food  for  at  least  ten  days. 

If  there  be  a  tendency  to  distention,  give  no  milk. 

Be  sure  to  give  plenty  of  water. 

Never  be  in  too  great  a  hurry  to  get  your  patient 
home  again.  The  best  surgeon  is  the  most  careful 
in  this  regard. 
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The  time  that  patients  are  kept  in  bed  after 
laparotomy  is  less  than  formerly.  Clean  appendix 
and  inguinal  hernia  operations  sit  up  in  four  or  five 
days,  and  go  home  at  the  end  of  the  second  week. 
Cases  which  suppurate  keep  the  retention  sutures  in 
place,  and  remain  recumbent  till  deep  suppuration 
has  ceased ;  and  then  wear  a  support. 

The  wearing  of  a  support  is  very  seldom  needed 
after  clean  operations. 

Do  not  advise  the  wearing  of  a  bandage  or  truss 
after  laparotomy,  unless  that  the  incision  was  very 
long  or  healing  was  slow  or  the  abdomen  very  pendu- 
lous. 

Never  forget  to  warn  all  laparotomy  patients  of 
the  liability  to  hernia  during  the  first  six  months  (or 
a  year  is  better)  after  operation. 

Always  impress  on  the  patient  the  need  for  care 
in  avoiding  all  straining  efforts  as  long  as  there  is 
danger  of  hernia. 

Eemember  that  an  operation  does  to  a  certain  ex- 
tent weaken  a  patient,  and  where  possible,  advise  a 
rest  and  recreation  for  some  weeks  or  months  after- 
ward. 

The  good  of  many  an  operation  is  nullified  by  hav- 
ing the  patient  go  back  to  work  too  soon. 

After  many  abdominal  operations  adhesions  form 
and  cause  pain  at  intervals.  Eeassure  the  patient, 
explain  the  cause,  and  keep  the  bowels  open ;  after  a 
year  there  will  likely  be  no  symptoms  from  this 
cause. 


CHAPTEB  XV. 
STOMACH  AND  DUODENUM. 

So  long  as  the  medical  treatment  of  cancer  of  the 
stomach  has  a  mortality  of  one  hundred  per  cent,  it 
is  your  duty  to  recommend  operation  whenever  you 
suspect  cancer  of  the  stomach  or  anywhere  else. 

Never  forget,  that  belching  is  always  an  accom- 
paniment of  gallstone  disease,  as  well  as  being  due 
to  other  causes,  and  don't  confine  your  examination 
to  the  stomach  in  such  cases. 

Always  remember  that  cancer  may  exist  long  be- 
fore anacidity  appears. 

Blood  found  in  the  stools  of  a  chronic  dyspeptic 
should  turn  your  attention  to  stomach  or  duodenum 
as  the  cause  of  the  dyspepsia ;  if  you  don 't  find  blood, 
suspect  the  bile-tract. 

If  called  to  a  case  of  continued  vomiting  in  a  pa- 
tient past  the  meridian  of  life,  do  not  fail  to  investi- 
gate for  hernise — there  may  be  no  fever,  pain,  or 
tenderness,  and  yet  strangulation  kill  your  patient. 

There  will  almost  always  be  early  rigidity  of  the 
overlying  abdominal  muscles  in  any  acute  inflamma- 
tion of  an  abdominal  organ. 

The  rigidity  will  not  be  demonstrable  if  distention 
be  present,  but  distention  is  a  late  symptom. 
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Do  not  be  in  haste  to  advise  operation  for  gas- 
troptosis  in  "Glenard's  disease  "•— let  the  medical 
colleague  exhaust  his  resources. 

Don't  forget  the  significance  of  a  tender  point  in 
the  diagnosis  of  stomach  or  duodenal  ulcer. 

Eemember  also  that  an  inflamed  gall-bladder  gives 
a  tender  point — "Mayo-Bobson's  point. " 

Bear  in  mind  that  all  the  pain  may  be  well  over 
to  the  left  costal  margin  in  gall-bladder  disease. 

Never  make  a  diagnosis  of  "  nervous  dyspepsia " 
in  long-continued  hyperacidity,  or  in  continuous  an- 
acidity. 

Stomach  ulcer  without  hyperacidity  is  very  rare,  if 
it  exists  at  all. 

Always  be  sure  the  stomach  is  empty  before  any 
form  of  "test-meal"  is  given. 

Do  not  fail  to  look  for  blood  in  the  stool — "oc- 
cult" or  "  obvious  "• —in  all  chronic  dyspeptics. 

Never  continue  to  distend  a  stomach  when  in- 
flating or  washing  it  if  the  patient  should  complain 
of  pain.  You  may  cause  a  part  thinned  by  disease 
to  give  way. 

Do  not  forget  that  pain  in  the  back  may  be  the 
first  sign  of  cancer  of  the  stomach. 

Bear  in  mind  that  diminished  hydrochloric  acid 
and  increased  lactic  acid  are  always  suggestive  of 
cancer  of  the  stomach,  but  also  that  cancer  of  the 
stomach  may  be  present  and  hydrochloric  acid  found 
in  normal  amount. 

Do  not  forget  that  pyloric  spasm  is  often  an  early 
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sign  of  gastric  ulcer  and  dilatation  of  the  stomach 
a  late  one. 

In  any  operation  on  the  viscera  never  hamper 
yourself  with  a  small  incision,  but  remember  that  if 
you  conserve  the  nerve  supply  of  the  muscles  you 
will  have  fewer  herniae.  If  you  find  your  incision 
too  small,  enlarge  it  at  once. 

Never  forget  that  viscera  are  often  adherent  to 
the  wall  at  the  site  of  a  scar,  and  that  you  are  in 
danger  of  opening  a  viscus  when  incising  the  peri- 
toneum in  the  line  of  a  former  incision. 

Suture  of  intestines  is  an  art,  which,  though  not 
difficult  to  execute  and  not  at  all  dangerous  in  itself, 
requires  close  attention  to  detail.  The  one  principle 
underlying  this  manipulation  is  the  appreciation  of 
the  physiological  fact  that  serosa  will  adhere  to 
serosa  by  mere  contact,  provided  that  the  two  sur- 
faces are  slightly  irritated  and  are  kept  in  contact 
long  enough  for  the  formation  of  organized  tissue. 
This  process  is  called  primary  union  and  is  accom- 
plished with  surprising  rapidity.  The  interposition 
of  epithelial  tissue  between  the  two  serosae  while 
the  sutures  are  introduced  is  the  main  thing  to  be 
avoided.  One  line  of  sutures  may  be  buried  by  a 
second  and  the  second  by  a  third,  as  may  seem  requi- 
site to  insure  strength  and  safety.  The  hundreds  of 
different  suture  methods  which  have  been  invented 
all  depend  upon  the  above-mentioned  quality  of  the 
serosa  and  must  be  studied  and  tested  by  the  surgeon. 
Then  he  can  choose  the  method  with  which  he  is  sue- 
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cessful  and  which  suits  his  personal  abilities  and  his 
own  views  of  their  efficiency.  Some  methods  appeal 
to  and  are  used  with  success  by  one  surgeon,  while 
other  surgeons  succeed  equally  well  with  other  meth- 
ods, so  that  I  am  constrained  to  advise  young  sur- 
geons to  try  them  all  before  making  up  their  minds 
as  to  their  relative  merits  or  demerits.  The  above 
applies  to  both  end-to-end  and  lateral  sutures  of  in- 
testines to  each  other.  I  have  found  it  a  good  rule 
never  to  judge  of  a  method  until  I  have  tried  it  my- 
self. A  priori  verdicts  or  opinions  are  always  un- 
reliable, often  false  and  misleading. — B. 

Never  do  any  operation  in  the  human  abdominal 
cavity  until  you  have  mastered  the  technic  and  op- 
erated successfully  on  the  dog  or  other  lower  ani- 
mal. 

Operations  on  the  stomach  are  among  the  most 
dangerous,  and  should  never  be  attempted  by  the 
occasional  operator. 

Except  in  emergency  work,  always  prepare  the 
stomach  by  the  method  of  Crile  or  Moynihan  for 
some  days  before. 

Be  sure  that  the  medical  examination  has  been  com- 
plete and  careful  before  you  ever  attempt  a  stomach 
case. 

Before  operating  for  stomach  hemorrhage  be  sure 
that  the  bleeding  is  not  due  to  splenic  anemia, 
cirrhosis  of  the  liver,  or  cardiac  disease,  and  that 
the  blood  does  not  come  from  the  nose. 

If  you  operate  for  acute  bleeding  from  an  ulcer, 
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you  are  bound  to  control  the  bleeding  in  some  way. 
You  must  not  merely  do  a.  gastrojejunostomy. 

Chronic  ulcer  should  not  be  treated  medically 
longer  than  six  weeks.  If  it  does  not  get  well  in 
that  time,  operate. 

Any  ulcer  of  the  stomach  that  cannot  be  found  by 
palpation  alone  when  the  abdomen  is  opened  does 
not  need  gastrojejunostomy  for  its  cure. 

44  Most  chronic  gastric  ulcers  are  now  known  to 
be  in  the  duodenum. ' '  —Mayo. 

A  simple  gastrojejunostomy  is  no  longer  the  vogue 
in  treating  duodenal  ulcer — the  duodenum  is  now 
excluded  as  well. 

Bear  in  mind  that  it  is  too  late  to  expect  permanent 
cure  if  you  can  palpate  the  tumor  through  the  ab- 
dominal wall  in  cancer  of  the  stomach. 

The  posterior  no-loop  method  is  the  one  of  choice 
for  gastrojejunostomy. 

If  there  must  be  a  loop,  the  two  limbs  should  be 
anastomosed. 

Never  do  a  simple  gastroenterostomy  alone  in 
treating  chronic  ulcer  of  the  pyloric  region.  Ke- 
move  the  ulcer  and  then  do  the  gastrojejunostomy. 

Do  not  waste  valuable  time  in  vain  attempts  to  de- 
cide whether  you  have  to  deal  with  pyloric,  duodenal, 
or  bile-tract  disease.  Decide  whether  it  is  medical 
or  surgical,  and  then  operate  if  surgical. 

Very  few  persons  jise  the  Murphy  button  in 'doing 
a  gastroenterostomy  nowadays.  It  is  infra  dignita- 
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tern  at  present  not  to  be  able  to  sew  intestines;  be- 
sides, the  results  of  suturing  are  better. 

Always  be  sure  to  have  the  anastomosis  at  the  low- 
est point  in  the  stomach  in  doing  gastrojejunostomy. 
Grasp  the  stomach  wall  there  with  a  volsellum  before 
you  turn  up  the  omentum  and  colon  to  open  the 
transverse  mesocolon.  You  can  then  find  the  low- 
est point  and  release  the  volsellum. 

By  having  the  anastomosis  at  the  lowest  point  and 
using  the  no-loop  method,  there  will  be  no  vomiting 
from  "vicious  circle. " 

Remember  that  there  will  be  less  bleeding  if,  when 
opening  a  stomach  to  remove  a  foreign  body  or  to 
look  in,  the  incision  is  at  right  angles  to  the  long 
axis. 

Bear  in  mind  that  in  gastrojejunostomy  the  upper 
end  of  the  incision  in  the  stomach  is  farther  to  the 
left  than  the  lower  end. 

Do  not  forget  that  there  is  danger  of  postopera- 
tive hemorrhage  in  stomach  wounds. 

After  resections  always  pass  your  first  row  of 
stitches  with  the  idea  of  controlling  hemorrhage 
from  the  vessels  in  the  mucous  and  submucous  lay- 
ers as  well  as  Yrith  the  object  of  making  approxima- 
tion. 

Do  not  fail  to  examine  your  line  of  suture  for 
bleeding  just  before  you  begin  to  invaginate  after 
releasing  the  clamps. 

Never  have  tension  on  your  sutures  after  sewing 
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any  hollow  viscus.  They  are  sure  to  cut  through  if 
you  do. 

If  you  should  happen  to  spill  gastric  or  intestinal 
contents  into  the  cavity,  dp  not  irrigate  afterward; 
gentle  mopping  with  gauze  is  better.  The  free  use 
of  towels  or  gauze  pads  as  dams  will  prevent  wide 
dissemination. 

A  posterior  gastrojejunostomy  will  be  difficult  and 
may  be  quite  impossible  in  case  of  ulcer  on  the  pos- 
terior wall  when  visceral  and  parietal  peritoneum 
are  grown  together — remember  that  drainage  of  the 
stomach  at  the  lowest  point  is  always  the  rule,  and 
do  the  best  you  can. 

Do  not  try  to  resect  the  ulcer  when  operating  for 
perforated  gastric  or  duodenal  ulcer — whip  the  per- 
foration over,  and  drain.  Quite  likely  you  will  not 
get  the  case  before  stomach  or  duodenal  contents 
have  been  spread  widely  through  the  cavity.  Don't 
increase  the  shock  or  prolong  the  anesthesia,  or  you 
will  lower  your  patient's  resistance  so  that  he  can- 
not combat  his  infection. 

Always  change  your  gloves  and  clean  up  after  fin- 
ishing the  through-and-through  sewing  of  any  hollow 
viscus. 

Never  forget  to  fasten  either  stomach  or  bowel  to 
the  edges  of  the  wound  in  the  mesocolon,  and  so  pre- 
vent a  later  " hernia  into  the  lesser  sac." 

Eemember  that  a  gastrostomy  may  be  done  under 
a  local  analgesic  with  very  slight  pain  to  the  pa- 
tient. 
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Always  aim  to  secure  a  fistula  with  valvular  ac- 
tion when  making  a  gastrostomy.  WitzePs,  Mar- 
wedePs,  and  Frank's  are  the  types. 

Never  forget  your  ' i  stay-sutures "  in  closing  the 
abdomen. 

Bear  in  mind  that  a  great  liability  to  slow  healing 
exists  after  operations  on  the  stomach. 

Do  not  allow  distention  of  the  stomach  to  occur 
after  stomach  operations;  always  hasten  to  use  the 
stomach  tube  when  signs  of  distention  supervene. 

Do  not  forget  the  increased  danger  of  pneumonia 
after  operations  on  the  stomach,  or  in  the  upper  ab- 
domen generally,  and  try  to  prevent  it  both  during 
and  after  operation.  But  think  of  it  beforehand, 
and  get  the  patient's  mouth  clean  some  days  in  ad- 
vance, and  keep  it  so. 


CHAPTEE  XVI. 
LIVER  AND  BILE-TEACT. 

Always  remember  that  many  a  case  of  gallstone 
disease  is  hidden  under  a  diagnosis  of  "nervous 
dyspepsia. ' 9 

You  should  no  more  have  to  wait  for  "  colic "  or 
"jaundice"  to  enable  you  to  make  a  diagnosis  of 
"  gallstones •"  than  have  to  wait  for  autopsy  to  make 
a  diagnosis  of  cancer  of  the  stomach. 

Watch  the  patient  who  "belches  an  hour  or  so 
after  eating,"  and  who  has  done  so  many  years. 
Notice  the  person  who  always  has  a  "spell  of  in- 
digestion "  after  eating  certain  articles  of  diet.  Ob- 
serve the  one  who  has  ' '  often  a  sharp  pain  under  the 
ribs,"  or  examine  the  case  complaining  of  "sore- 
ness" over  the  lower  ribs  and  upper  abdomen.  If 
you  do,  and  make  investigation,  you  will  get  other 
evidence  of  gallstones. 

If  you  find  a  distended  gall-bladder  without  jaun- 
dice, look  for  obstruction  in  the  cystic  duct,  and  bear 
in  mind  that  other  things  than  stones  can  cause  such 
obstruction. 

Never  fail  to  warm  your  hands  before  you  try  to 

feel  anything  through  the  abdominal  wall. 
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Eemember  that  you  can  hold  a  renal  tumor  down 
during  expiration;  you  cannot  do  so  with  a  gall- 
bladder or  liver  tumor. 

Don't  forget  that  the  inflated  colon  pushes  a  renal 
tumor  backward,  but  is  more  likely  to  push  a  gall- 
bladder tumor  forward;  percuss  after  inflation  as 
well  as  before. 

Eemember  that  there  will  be  no  tenderness  on  pal- 
pation unless  the  gall-bladder  be  inflamed. 

If  you  aspirate  to  make  a  diagnosis,  you  are  ex- 
posing your  patient  to  increased  risk,  but  if  you  do, 
remember  that  there  is  mucus,  and  perhaps  bile  salts 
or  acids,  in  the  gall-bladder ;  urea  in  the  fluid  in  uro- 
nephrosis ;  and  no  albumin,  but  some  salt  and  hook- 
lets,  in  hydatid  cyst. 

Do  not  forget  that  almost  all  cases  of  primary 
bile-tract  cancer  have  been  long  suffering  from  gall- 
stones. It  is  practically  certain  that  gallstones  are 
the  cause  of  all  primary  cancers  of  the  gall-bladder. 

The  gall-bladder  is  often  hard  and  nodulated  and 
often  has  thickened  walls  when  no  cancer  exists. 

Do  not  forget  that  a  distended  gall-bladder '  with 
jaundice  speaks  for  compression  of  the  common  duct 
due  to  cancer  of  pancreas  or  of  duct ;  while  with  stone 
in  the  common  duct  there  is  seldom  distention  of  the 
gall-bladder  accompanying  the  jaundice. 

If  the  liver  be  secondarily  involved  in  cancer,  any 
attempt  at  radical  operation  for  cancer  elsewhere  is 
much  to  be  condemned. 

Always  remember  that  extirpation  of  a  gall-blad- 
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der  is  contraindicated  in  the  presence  of  inflamma- 
tion of  the  bile-ducts. 

Never  fail  to  look  for  stones  in  the  cystic  and  in 
the  common  duct  before  you  begin  to  deal  with  the 
gall-bladder. 

It  is  often  of  advantage  to  incise  the  peritoneum 
along  the  right  side  of  the  descending  limb  of  the 
duodenum  in  removing  a  stone  from  the  common 
duct. 

Never  attempt  to  crush  stones  by  pressure  ex- 
erted outside  of  the  walls  of  bladder  or  duct. 

Always  probe  up  and  down  the  duct  after  you  have 
removed  a  stone  from  the  duct — there  may  be  others. 

Do  not  make  a  hasty  diagnosis  of  cancer  of  the 
pancreas  when  you  feel  the  head  of  that  organ  hard 
and  firm  and  large  in  operating  for  gallstone — it 
may  be  a  chronic  pancreatitis  that  your  operation 
will  cure. 

Do  not  fail  to  drain  the  common  duct  after  re- 
moval of  gallstones  therefrom. 

The  most  likely  place  for  a  stone  to  lodge  in  the 
common  duct  is  in  its  intraduodenal  portion. 

When  opening  a  gall-bladder,  remember  that  if 
you  incise  it  too  close  to  where  it  is  attached  to  the 
liver  you  can  never  invaginate  it  around  a  tube,  or 
sew  it  properly  to  the  peritoneum  either. 

See  to  it  that  your  drainage  tube  is  not  pushed  too 
far  into  the  gall-bladder  or  duct,  as  the  case  may  be, 
or  the  end  will  abut  against  the  opposite  wall  and 
be  occluded. 
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Eemember  that,  when  you  invaginate  the  fundus 
of  the  gall-bladder  with  the  tube,  your  tube  end  ap- 
proaches the  opposite  wall. 

Eemember  that  you  cannot  invaginate  a  thickened 
or  an  acutely  inflamed  gall-bladder  around  a  drain- 
age tube,  and  make  a  good  job  of  it. 

Do  not  forget  that  your  drain  may  become  loose 
with  the  subsequent  vomiting,  etc. 

Always  bear  in  mind  that  if  you  tie  your  stitches 
too  tightly  they  will  cut  out  at  once. 

Never  fail  to  drain  the  kidney-pouch  if  you  have 
soiled  the  peritoneum — a  stab  wound  well  back,  but 
look  out  for  colon,  kidney,  and  diaphragm. 

Always  be  sure  that  your  tube  will  not  be  kinked 
when  the  parts  are  returned  to  their  normal  po- 
sitions. 

Do  not  get  the  habit  of  whacking  out  every  gall- 
bladder that  is  not  blue,  just  because  you  are  able 
to  do  it.  The  operation  does  give  the  onlooker  a 
thrill,  but  it  is  ordinarily  not  difficult  to  remove  a 
normal  gall-bladder. 

Eemember  that  the  gall-bladder  may  have  a  func- 
tion to  perform,  although  you  who  are  so  omniscient 
do  not  know  it.  The  best  surgeons  are  more  con- 
servative nowadays  about  the  gall-bladder. 

Always  remember  that  if  for  any  reason  you  can- 
not remedy  an  occlusion  of  the  common  duct  the 
best  and  easiest  thing  to  do  is  to  anastomose  the  gall- 
bladder with  the  duodenum. 

When  you  have  difficulty  in  working  on  the  com- 
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mon  duct,  try  rotation  of  the  liver,  after  the  plan 
of  Moynihan. 

If  a  mucous  fistula  persist  after  your  operation  on 
the  gall-bladder,  there  is  still  occlusion  of  the  cystic 
duct. 

Eemember  that  no  bile  may  come  from  your  tube 
in  the  gall-bladder  for  a  few  days  after  the  opera- 
tion, and  yet  everything  be  well  done. 

Bear  in  mind  that  if  bile  comes  through  your  tube 
from  the  gall-bladder  in  large  amount  from  the  be- 
ginning there  probably  exists  an  overlooked  stone  in 
the  common  duct. 

If  bile  constantly  flow  from  a  gall-bladder  fistula, 
it  will  never  get  well  without  surgical  intervention. 

After  all  operations  on  liver  and  bile-tract  give 
urotropin  and  plenty  of  water. 

Always  be  on  the  watch  for  syphilitic  cirrhosis, 
when  you  feel  a  tumor  on  the  liver  surface. 

Don't  forget  that  a  "Biedel  V  lobe  has  often  been 
mistaken  for  tumor.  Should  you  ever  find  one,  make 
a  thorough  search  for  gallstones. 

Surgery  has  not  yet  been  very  successful  in  the 
removal  of  large  growths  from  the  liver.  Small 
growths  near  the  surface  can  be  easily  removed,  but 
a  lock-chain  stitch  is  used  to  encircle  the  area  to  be 
excised  before  making  any  incision. 

The  danger  is  from  hemorrhage.  The  larger 
veins  may  be  tied  by  dissecting  the  liver  substance 
back  a  short  distance  from  their  cut  ends. 

Never  operate  for  cancer  of  the  liver  unless  it  be 
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to  remove  a  small  portion  in  conjunction  with  a  can- 
cerous gall-bladder,  and  never  attempt  a  radical  op- 
eration for  cancer  anywhere  in  the  body  if  there  are 
deposits  in  the  liver. 

Do  not  aspirate  for  liver  abscess  unless  you  are 
sure  that  no  hollow  viscus  lies  in  the  pathway  of 
your  needle  between  the  liver  and  the  abdominal 
wall.  Can  you  be  sure? 

In  operating  for  liver  abscess  through  the  abdo- 
men be  sure  that  the  parietal  peritoneum  is  firmly 
fixed  to  the  peritoneal  surface  of  the  liver  before  you 
open  the  abscess. 

If  you  go  in  through  the  diaphragm,  never  fail  to 
sew  diaphragmatically  to  costal  pleura  all  around 
your  incision,  and  so  protect  the  pleural  cavity. 

Do  not  forget  that  hydatid  cysts  of  the  liver  may 
grow  to  a  very  large  size  (though  hydatid  disease  is 
not  common  in  this  country) ,  and  do  not  try  to  dis- 
sect them  out  from  the  surrounding  tissues. 

Be  sure  that  the  peritoneal  cavity  is  secure  against 
contamination  before  you  open  any  cyst. 

Evacuate  the  contents  of  the  cyst  and  peel  out  the 
endocyst.  Then  pack  the  cavity  and  let  it  fill  by 
granulation. 

Bear  in  mind  that  the  liver  is  very  often  ruptured 
in  falls  and  by  blows  that  lea-ve  no  surface  sign. 
Never  make  light  of  an  abdominal  injury  of  any  kind, 
no  matter  how  slight.  Always  tell  the  people  that 
there  may  be  internal  injuries,  and  then  watch  for 
signs. 
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The  earliest  and  most  constant  symptoms  are  those 
of  hemorrhage. 

Whenever  you  find  the  pulse  going  up  after  an  in- 
jury to  the  abdomen,  operate  at  once. 

One  can  almost  always  control  the  bleeding  from 
a  ruptured  liver  by  gauze  packing;  if  this  fails,  or 
cannot  be  used,  try  the  chain  stitch,  or  the  cautery 
at  low  reddish  heat. 


CHAPTEE  XVII. 
APPENDICITIS. 

ACUTE. 

Any  physician  who  allows  the  most  favorable  time 
for  operation  to  slip  by  should  be  held  responsible  if 
death  occur — unless  he  be  not  able  to  secure  a  skilled 
surgeon. 

If  the  favorable  time  has  passed  by,  the  question 
of  operation  is  one  on  which  none  can  be  dogmatic ; 
each  case  is  decided  on  the  evidence  presented. 

It  has  never  seemed  rational  therapy  to  me  to  ad- 
minister a  purge  to  cure  appendicitis. — C. 

Nothing  by  mouth,  the  ice  bag  to  the  affected 
region,  and  rest  do  the  least  harm  while  you  are  wait- 
ing. 

Do  not  forget  that  appendicitis  is  the  most  fre- 
quent cause  of  acute  general  peritonitis  and  that  it 
never  can  cause  peritonitis  if  treated  early  by  a  real 
surgeon. 

There  is  no  excuse  for  losing  a  single  case  of  ap- 
pendicitis. 

The  best  time  to  operate  is  in  the  first  twenty-four 
hours,  the  earlier  the  better. 

Of  those  operated  by  real  surgeons  in  proper  sur- 
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roundings  in  the  first  forty-eight  hours,  practically 
all  get  well. 

Do  not  fail  to  impress  on  the  patient  and  his 
friends  the  danger  of  giving  food  and  medicine  by 
the  mouth  in  acute  intestinal  inflammations — espe- 
cially in  appendicitis. 

The  expectant  treatment  in  appendicitis  leads  to 
apparent  cure  in  about  eighty  per  cent  of  the  acute 
cases,  and  to  certain  death  or  chronic  invalidism  in 
the  remainder — if  persisted  in. 

Late  "forced  operation "  in  the  twenty  per  cent 
not  recovering  under  expectant  treatment  will  prob- 
ably be  followed  by  cure  in  five  out  of  twenty,  but 
only  after  a  long  and  serious  illness,  with  the  pros- 
pect of  ventral  hernia,  adhesions,  etc.,  afterward. 
The  remaining  fifteen  will  die. 

Expectant  treatment  never  cured  a  case  of  appen- 
dicitis. 

The  idea — that  in  case  an  abscess  of  the  appendix 
breaks  into  the  bowel  the  patient  will  never  have  an- 
other attack — is  not  based  on  pathological  findings 
later,  or  on  clinical  data. 

It  does  happen  sometimes  that  the  disease  is  so 
severe  as  to  entirely  destroy  the  appendix  and  that 
another  attack  cannot  occur,  but  no  one  living  can 
tell  that  this  has  happened  without  actually  seeing 
the  appendix — often  not  then. 

The  only  way  to  be  certain  that  another  attack 
will  not  occur  is  to  allow  this  attack  to  kill  the  pa- 
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tient  or  else  remove  the  appendix— be  careful  lest 
you  do  both. 

The  experienced  surgeon  who  says  "I  always  get 
the  appendix' '  either  allows  some  to  die  without  op- 
erating where  evacuation  of  pus  might  save  life,  or 
else  has  great  luck. 

An  "interval  operation "  will  be  submitted  to  by 
some  of  the  eighty  per  cent  who  recover  under  ex- 
pectant treatment. 

Less  than  one  in  two  hundred  will  die  of  an  "in- 
terval operation ' '  done  by  a  skilled  surgeon. 

If  a  patient  has  appendicitis  and  you  see  him  in 
the  first  twenty-four  hours,  advise  operation;  if 
after  six  hours  he  is  getting  worse  under  your  treat- 
ment, insist  on  operation — and  get  out  of  the  case  if 
operation  is  refused. 

Elimination  by  purgation  in  appendicitis  has  its 
stanch  advocates,  but  experiment  on  the  lower  ani- 
mals proves  every  time  that  the  peritoneum  is  less 
resistant  to  infection  after  purging. 

The  quick  deaths  that  I  have  seen  from  diffuse 
peritonitis  following  appendicitis  had  all  been 
purged. — C. 

Do  not  forget  that  ureteral  calculus  often  lodges 
in  the  near  neighborhood  of  the  appendix,  and  this, 
or  salpingitis,  typhlitis,  etc.,  may  give  pain  at  Mc- 
Burney's  point. 

A  beginning  pneumonia  has  many  times  been  taken 
for  appendicitis. 
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Do  not  forget  the  possibility  of  typhoid  fever — it 
can  and  does  simulate  appendicitis.  The  blood  pic- 
ture is  different. 

Do  not  forget  to  wash  out  the  stomach  before  start- 
ing the  anesthetic  if  the  condition  be  accompanied  by 
vomiting. 

Always  remember  that  the  appendix  abscess  is 
very  prone  to  spread  into  the  pelvis — be  sure  to  ex- 
amine per  rectum  or  per  vaginam. 

Do  not  forget  that  the  abscess  from  an  appendix 
lying  to  the  outer  side  of  the  cecum  extends  up  into 
the  loin,  sometimes  even  to  the  diaphragm. 

Many  a  "perinephric  abscess"  began  as  acute  ap- 
pendicitis. 

Never  make  a  diagnosis  of  appendicitis  because  of 
pain  at  McBurney's  point — get  the  other  evidence: 
e.  g.,  first  diffuse,  then.local,  pain,  continuous  or  spas- 
modic ;  tenderness  and  rigidity,  then  nausea  and  vom- 
iting; bowel  most  often  constipated,  or  constipated 
after  one  or  two  stools;  the  temperature  up;  the 
pulse  usually  accelerated  and  hard. 

It  is  very  important  in  bad  abdominal  cases  to  get 
in  quick  and  get  out  quick. 

Never  use  the  muscle-splitting  method  if  you  are 
going  to  open  and  drain  an  abscess. 

If  you  are  expecting  to  drain  an  abscess,  go  in  over 
the  abscess. 

Eemember  the  liability  to  hernia  afterward,  but 
make  your  incision  big  enough. 

If  you  get  in  alongside  a  mass,  the  first  thing  to 
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do  is  to  gently  but  securely  wall  off  the  general  cav- 
ity with  gauze. 

If  you  inadvertently  open  the  abscess  before  your 
gauze  wall  is  in  place,  quickly  turn  the  patient  so 
as  not  to  let  the  pus  flow  over  the  unprotected  peri- 
toneum. 

It  is  wonderful  what  quantities  of  foreign  material 
can  be -"taken  care  of"  by  the  peritoneum,  but  that 
is  no  excuse  for  slovenly  work. 

If  you  irrigate,  never  irrigate  over  a  wider  area 
than  has  been  soiled,  and  do  not  use  antiseptics. 

Always  remember  that  we  pack  with  gauze,  but  we 
drain  with  rubber. 

Never  forget  to  fasten  your  drain  in  place — worse 
to  have  it  slip  in,  than  to  come  out ! 

Try  to  get  your  drains  to  the  farthest  recesses 
of  the  abscess  cavity,  and  use  enough  of  them. 

Always  remember  that  hard  drains,  or  drains  left 
too  long  in  one  position,  often  make  holes  in  the 
bowel. 

There  is  great  improvement  in  results  since  sur- 
geons began  to  take  advantage  of  gravity  in  drain- 
age. 

Never  put  your  patient  in  the  "half-sitting  posi- 
tion "  if  the  heart  is  weak  and  pressure  low,  without 
remembering  the  danger  of  it. 

Never  give  your  preoperative  purge  the  day  of  the 
operation.  Give  it  the  second  day  before,  and  give 
foods  that  leave  little  residue  the  day  before. 

Always  have  the  enema  given — if  you  give  one  at 
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all  on  operation  day — at  least  three  hours  before  the 
patient  is  brought  to  the  operating-room. 

Whenever  you  have  trouble  in  beginning  at  the  tip 
to  loosen  the  appendix  and  to  tie  off  its  mesentery, 
do  not  hesitate  to  reverse  the  usual  procedure  and  be- 
gin at  the  base,  amputating  the  appendix  and  clos- 
ing the  bowel  wound  first. 

CHRONIC. 

A  chronic  appendicitis  is  often  "  gallstones "  or 
duodenal  ulcer  in  disguise.  You  should  never  close 
an  abdomen  after  removing  a  chronic  appendix  with- 
out a  complete  search  for  Jackson's  membrane,  and 
also  take  time  to  examine  the  gall-bladder  and  duo- 
denum, and  the  right  tube  and  ovary  in  women. 

You  cannot  properly  examine  for  other  conditions 
when  you  go  in  through  "the  gridiron  incision/' 

The  best  incision  for  a  chronic  appendix  is  through 
the  sheath  of  the  rectus. 

Never  fail  to  conserve  motor  nerves  and  muscle 
when  you  can. 

Do  not  split  the  rectus — the  part  to  the  inner  side 
of  your  incision  will  atrophy. 

Do  not  forget  that,  though  you  remove  a  chronic 
appendix,  you  will  not  cure  the  symptoms,  if  you 
leave  strong  fibrous  bands  constricting  the  cecum 
and  ascending  colon. 

Always  look  for  kinking  of  the  small  intestine  near 
where  it  joins  the  cecum  when  you  operate  for  chronic 
appendicitis. 


CHAPTER  XVIII. 
INTUSSUSCEPTION  AND  PERITONITIS. 

INTUSSUSCEPTION. 

Always  remember  the  frequency  of  this  condition 
in  childhood,  and  it  is  nearly  always  acute. 

Do  not  expect  to  find  fever  present. 

Bear-in  mind  that  the  pain  is  that  of  colic,  and  is 
paroxysmal. 

Always  examine  per  rectum,  but  one  should  not 
have  to  wait  for  the  tumor  to  appear  at  the  anus  in 
order  to  make  a  diagnosis. 

You  can  almost  always  feel  the  tumor  in  acute  in- 
tussusception in  a  child. 

The  first  place  to  look  for  the  tumor  is  the  right 
upper  quadrant;  the  condition  begins  most  often  in 
the  ileocecal  region. 

Do  not  forget  that  the  condition  may  become 
chronic. 

Chronic  intussusception  is  more  common  in  adults, 
and  may  simulate  very  closely  cancer  of  the  stomach. 

In  either  the  acute  or  chronic  condition  the  bowel 
may  continue  for  a  time  to  move  normally.  In  the 
acute  condition  there  will  soon  be  blood  in  the  stool, 
and  later  blood  and  mucus  are  passed. 
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Always  think  more  of  the  condition  of  the  patient 
than  of  the  pathological  condition  found. 

Bear  in  mind  that  making  an  artificial  anus  or  do- 
ing a  lateral  anastomosis  may  save  the  patient's  life, 
while  a  complete  operation  may  kill  him. 

Never  be  too  anxious  to  do  all  at  once;  the  idea 
is  to  save  the  life  even  if  you  have  to  do  four  opera- 
tions instead  of  one. 

Never  try  to  reduce  the  intussusception  by  pulling 
—it  is  dangerous.  Grasp  the  bowel  in  one  hand  just 
opposite  the  lower  end  of  the  invaginated  part  and 
gently  squeeze  so  that  the  bowel  wall  is  pulled  down 
and  the  invaginated  part  pushed  up  (milking  action). 
At  the  same  time  pull  gently  on  the  bowel  just  above 
the  invagination  ring. 

PERITONITIS. 

Eemember  that  absorption  is  slowest  in  the  lower 
part  of  the  cavity. 

Do  not  give  medicine  for  vomiting,  withhold  all 
food  and  drink,  and  wash  out  the  stomach. 

Never  forget  that  the  patient  must  have  plenty  of 
water.  Give  it  by  the  drop  method  per  rectum,  or 
subcutaneously. 

Pay  no  attention  to  the  temperature  in  intra-ab- 
dominal  conditions,  but  watch  the  pulse. 

Eemember  that  some  cases  of  diffuse  peritonitis 
are  quite  hopeless  when  a  surgeon  is  called.  You 
cannot  save  all  by  operating. 

Do  not  forget,  however,  that  even  the  best  sur- 


INTUSSUSCEPTION   AND   PERITONITIS.  193 

geons  have  refused  to  operate  in  seeming  hopeless 
cases,  and  yet  have  seen  their  patients  get  well. 

You  can  sometimes  save  a  life  by  not  operating. 

Be  sure  to  frequently  wash  out  the  stomach  of  the 
patient  with  fecal  vomiting. 

While  waiting  for  a  surgeon  to  deal  with  a  case 
of  peritonitis,  raise  the  patient's  thorax  and  upper 
abdomen  if  the  trouble  began  below — and  keep  the 
patient  quiet. 

Always  remember  that  the  anesthetic  may  lessen 
your  patient's  chance  for  recovery — lowers  re- 
sistance to  infection  and  causes  yellow  atrophy  of 
liver. 

Chloroform  is  the  anesthetic  that  is  most  danger- 
ous in  that  regard,  but  ether  is  not  without  danger. 

Gas  and  oxygen  is  least  harmful. 

Never  fail  to  wash  out  the  stomach  before  you  be- 
gin your  anesthetic. 

Always  bear  in  mind  that  the  cause  of  death  is 
heart  failure,  due  to  the  action  of  the  toxins  on  the 
heart  muscle. 

Therefore  don't  give  an  anesthetic  that  has  a  de- 
leterious effect  on  a  weakened  heart. 

While  you  may  wish  to  operate  with  the  patient's 
thorax  and  upper  abdomen  elevated,  do  not  forget 
that  sudden  death  on  opening  the  cavity  may  occur 
if  you  do. 

When  you  open  an  abdomen  for  obscure  diffuse 
peritonitis,  look  first  to  the  appendix  region,  unless 
you  at  once  see  the  cause  of  the  trouble  elsewhere. 
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Always  proceed  methodically,  appendix,  gall-blad- 
der, duodenum  and  pylorus,  transverse  colon,  the 
sigmoid,  the  pelvic  viscera,  and  the  small  intestine. 

Always  remember  that  the  odor  or  lack  of  it  may 
give  you  an  idea  where  to  look  for  the  cause  in  perf or- 
ative  peritonitis. 

When  you  find  on  opening  that  the  peritonitis  does 
not  involve  the  whole  cavity,  put  the  patient  in  such 
a  position  that  the  involved  part  is  lowest  before 
you  begin  to  look  for  the  cause. 

Never  forget  that  the  thing  of  most  importance, 
next  to  relieving  the  condition  in  bad  cases,  is  speed 
—in  quick,  and  out  quick. 

Do  not  fail  to  relieve  the  distended  bowel — "No 
operation  for  peritonitis  is  complete  unless  the  dis- 
tention  of  the  bowel  has  been  relieved. " — Moynihan. 

Do  not  irrigate  in  diffuse  peritonitis. 

If  you  have  time  and  can  do  so  without  roughness, 
dry  sponge  the  dependent  portions  of  the  cavity — 
the  renal  fossae  and  the  pelvis. 

Never  allow  the  intestines  to  escape  from  the  cav- 
ity, if  you  can  prevent  them  from  doing  so. 

If  coils  of  bowel  do  escape,  be  sure  to  keep  them 
covered  with  hot  saline  cloths. 

Do  not  forget  the  liability  to  internal  or  intraperi- 
toneal  hernia,  and  look  in  the  most  likely  places  for 
them. 

The  duodenojejunal,  the  ileocecal,  the  intersig- 
moid,  and  inguinal  fossae  are  the  most  common  sites 
for  internal  hernia. 
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Be  on  the  lookout  for  strangulation  due  to  Meck- 
el's  diverticulum.  A  fibrous  band  leading  from  the 
tip  of  this  process  may  be  attached  almost  anywhere 
in  the  abdomen,  and  often  causes  obstruction  and 
peritonitis. 

The  best  place  to  look  for  volvulus  is  in  the  sigmoid 
region. 

The  most  frequent  site  of  intussusception  is  the 
ileocecal  region. 

If  you  have  to  resect  a  portion  of  bowel,  remove 
a  tumor,  or  deal  with  any  other  cause  of  the  disease, 
save  time  by  first  inserting  a  Paul's  tube  (with  hose 
attached)  into  the  bowel  above  the  point  of  obstruc- 
tion, and  so  allow  the  distended  bowel  to  empty  itself 
while  you  are  busy. 

If  you  have  to  resect  and  make  an  anastomosis 
between  large  and  small  bowel,  never  attempt  the 
" end-to-end "  method;  use  the  "lateral." 

Never  try  to  return  distended  coils  of  bowel  to  the 
abdomen;  first,  because  it's  wrong;  secondly,  because 
it's  very  hard  to  do. 

Empty  the  bowel  first,  and  then  it  will  go  back 
easily;  also  the  patient  is  more  likely  to  get  well 
if  you  do  so. 

Always  be  certain  that  the  renal  fossae  are  drained 
if  they  have  contained  infectious  material. 

It  is  far  better  surgery  to  empty  the  bowel  at  op- 
eration than  to  inject  purgatives  into  a  distended 
gut. 

Never  practice  the  ' '  evisceration  method, ' '  but  al- 
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ways  bear  in  mind  that  you  can  never  get  rid  of  all 
of  the  infectious  material.  You  could  not  clean  even 
one  inch  of  infected  bowel,  with  all  the  time  and 
antiseptics  in  the  world  at  your  disposal,  without 
doing  at  the  same  time  the  peritoneal  coat  more 
harm  than  good. 

You  can  not  completely  drain  the  peritoneal  cav- 
ity by  any  known  non-injurious  means. 

You  do  not  operate  to  remove  all  of  the  infectious 
material. 

You  do  not  drain  to  remove  all  poison  through 
your  tubes. 

Always  remember,  however,  that  at  operation,  or 
after  it,  you  must  remove  the  excess  of  poison,  and 
if  you  do,  the  patient  will  take  care  of  the  rest. 

Never  forget  that  just  as  soon  as  a  drain  is  placed 
in  the  normal  peritoneal  .cavity  Nature  begins  to 
build  a  wall  around  it. 

A  tube  placed  in  a  normal  peritoneal  cavity  is  com- 
pletely walled  off  in  from  ten  to  twenty  hours. 

If  your  tubes  placed  to  drain  a  diffuse  peritonitis 
are  discharging  much  fluid  on  the  third  day,  the  fluid 
is  likely  coming  only  from  the  tissue  touching  the 
tubes. 

Do  not  leave  tubes  in  place  long  enough  to  wear 
holes  in  the  bowel. 

We  do  not  hear  so  much  as  formerly  about  drain- 
ing with  gauze.  Gauze  does  not  act  as  a  drain  for 
very  long.  It  also  hastens  the  formation  of  adhe- 
Do  not  use  it.  Eubber-tubing  is  better. 
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Always  remember  that  the  peritoneum  is  doing  all 
it  can  to  counteract  the  infection ;  do  not  injure  it. 

If  you  relieve  the  condition  and  empty  the  dis- 
tended bowel  and  remove  the  excess  of  the  infectious 
material  and  do  this  with  the  minimum  of  injury  to 
the  patient,  you  are  doing  all  that  the  best  operator 
ever  aims  to  do. 

Always  be  sure  to  maintain  the  body  heat  while 
on  the  table.  Take  all  the  precautions  you  can  to 
diminish  shock  both  during  and  after  operation. 

Eaise  the  head  of  the  bed  and  put  pillows  under 
the  loins  and  lower  thorax. 

Eemember  the  weak  heart  and  low  pressure  and  do 
not  raise  such  a  patient  to  half -sitting  posture,  un- 
less a  nurse  is  constantly  at  the  bedside. 

Never  forget  that  the  patient  must  have  plenty  of 
water;  give  normal  saline  per  rectum  or  subcutane- 
ously. 

Wash  the  stomach  again  and  again  if  need  be. 

Give  nothing  by  mouth  while  there 's  nausea. 

Saline  per  rectum  by  the  drop  method  must  be  de- 
livered into  the  rectum  not  colder  than  100°  F.,  or 
hotter  than  105°  F. 

In  prescribing  proctoclysis,  do  not  forget  that  it  is 
possible  to  give  a  patient  too  much  salt  or  too  much 
water.  The  one  injures  the  kidneys,  and  the  other 
causes  genera],  edema,  showing  the  worst  effects  in 
the  usual  places. 

If  the  saline  is  for  some  reason  not  retained,  try 
plain  sterile  water. 
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Bear  in  mind  the  importance  of  prolonging  life  in 
these  bad  cases — keep  the  patient  living,  and  he  will 
successfully  combat  his  infection. 


CHAPTER  XIX. 
ASCITES. 

Do  not  forget  that  ascites  is  one  of  the  early  signs 
in  portal  obstruction,  and  one  of  the  late  in  cardiac 
or  renal  disease. 

In  young  patients  think  of  tuberculous  peritonitis, 
and  in  older  ones  of  cirrhosis  of  the  liver. 

Eemember  that  infection  of  the  peritoneum  from  a 
ruptured  ovarian  cyst  (papilliferous)  or  from  a  rup- 
tured hyatid  cyst  may  be  the  cause. 

Never  exclude  cirrhosis  because  there  is  no  history 
of  an  exciting  cause.  If  there  be  no  history  of  cause, 
do  a  Wassermann. 

You  can  never  hope  to  palpate  an  abdomen  and 
learn  anything  of  the  condition  of  the  organs  so  long 
as  there  is  much  free  fluid  in  the  peritoneal  cavity. 
Paracentesis  should  be  done;  then  palpate. 

Do  not  try  to  elicit  the  "wave  sign"  unless  some- 
one holds  a  hand  pressed  edge  downward  on  the 
summit  of  the  tumor. 

Never  wait  too  long  before  securing  some  of  the 
fluid  for  examination.  No  matter  how  sure  you  may 
be  of  the  cause,  you  may  be  mistaken,  and  something 
may  be  done  for  the  case  before  it  is  too  late. 
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If  the  fluid  accumulates  in  the  flanks,  there  will  be 
bulging  of  these  as  the  patient  lies  on  his  back. 

Do  not  believe  that  "  there  is  always  a  resonant 
area  about  the  umbilicus  as  the  patient  lies  supine " 
—this  is  not  true.  If  the  intestinal  coils  be  matted 
together,  they  do  not  float,  and  then  the  abdomen  is 
dull  all  over. 

Aspirate  as  soon  as  breathing  becomes  difficult. 

Be  sure  to  have  the  patient  empty  the  bladder  be- 
fore you  do  a  paracentesis  abdominis. 

Always  have  the  patient  either  sitting  or  half-re- 
clining. 

Bear  in  mind  that  even  so  small  an  operation  has 
caused  death,  primarily  by  shock  or  anemia  of  the 
brain,  and  also  secondarily  by  peritonitis. 

Never  plunge  the  trochar  through  the  skin — al- 
ways incise  first. 

The  bowel  most  often  floats,  but  coils  may  be  ad- 
herent in  the  pelvis,  and  so  be  punctured. 

Never  continue  to  aspirate  if  the  patient  show 
signs  of  weakness. 

Do  not  forget  that  a  wet  peritoneum  is  less  resist- 
ant to  infection  than  a  normal  one. 

Do  not  fail  to  centrifuge  some  of  the  obtained 
fluid,  and  to  examine  it  microscopically  and  chem- 
ically. 

The  only  operative  procedure  so  far  popular  for 
ascites  is  that  of  "Talma,"  or  some  of  its  modifica- 
tions. 

If  you  are  going  to  advise  an  operation,  do  not 
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wait  till  the  patient  is  in  extremis.  Such  cases  do 
badly,  but  cases  taken  early  do  seem  to  live  longer 
with,  than  without,  omentopexy. 

Also  remember  that  at  operation  you  may  find  a 
cause  for  the  ascites  that  you  will  be  able  to  remove, 
and  thus  cure. the  patient. 


CHAPTEE  XX. 
HERNIA. 

GENERAL. 

Never  employ  taxis  in  strangulated  hernia.  Real- 
ize that  taxis  is  responsible  for  many  deaths.  It  is 
astonishing  to  notice,  even  in  recent  works  on  sur- 
gery by  men  high  in  the  profession,  from  one  to 
three  pages  devoted  to  directions  for  the  applica- 
tion of  taxis. 

Taxis  is  dangerous  and  unnecessary — never  em- 
ploy it.  s 

Remember  that  hernia  may  occur  even  at  birth. 

In  infants,  as  in  adults,  inguinal  hernia  is  the  most 
common  variety. 

Do  not  forget  that  many  of  the  herniae  present  at 
birth  or  developing  in  early  infancy  get  well  with- 
out operation — some  even  without  the  wearing  of  a 
truss. 

Be  on  the  watch  for  umbilical  hernia — hernia  into 
the  umbilical  cord — when  delivering  a  baby.  The 
peritoneal  cavity  has  been  opened  and  a  loop  of 
bowel  incised,  in  the  act  of  cutting  the  aord,  when 
hernia  into  the  cord  was  present. 

Remember  that  the  congenital  umbilical  hernia 
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occurs  through  the  umbilical  ring,  while  the  acquired 
one  generally  leaves  the  cavity  above  or  below  the 
ring. 

Always  bear  in  mind  the  great  liability  to  strangu- 
lation in  umbilical  herniae. 

Never  forget  that  crying,  constipation,  distention, 
and  phimosis  in  babies  are  very  potent  causes  of 
hernia. 

Be  sure  to  treat  the  cause  of  the  hernia,  and  then 
direct  treatment  to  the  rupture. 

Do  not  be  in  haste  to  operate  on  an  umbilical  her- 
nia in  an  infant — put  on  a  truss. 

Unless  the  rupture  be  a  very  large  one,  the  wear- 
ing of-  a  truss  for  six  months  or  a  year  will  cure  a 
baby's  hernia. 

Never  apply  a  truss,  the  pad  of  which  is  likely  to 
protrude  into  the  abdomen  through  the  ring — this 
will  prevent  rather  than  produce  cure. 

A  pad  is  seldom  needed,  or  a  truss  for  that  matter, 
for  the  umbilical  hernia  of  infants — a  strap  of  ad- 
hesive or  a  band  of  elastic  "  webbing "  with  a  bit  of 
gauze  at  the  hernial  orifice  often  cures  the  condi- 
tion. 

Always  treat  the  baby's  inguinal  hernia  before  it 
causes  symptoms — treat  the  causes  that  exist  and 
apply  retention  apparatus. 

Try  the  *  '  skein-of -yarn ' '  truss  before  you  buy 
some  expensive  and  cumbersome  appliance  for  a 
baby's  hernia. 

Always    observe   whether   the   testicles    are    de- 
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scended  in  males — if  not,  your  truss  is  far  less  likely 
to  cure  the  hernia. 

Always  examine  the  patient  for  hernia  before  you 
prescribe  for  a  ca'se  of  vomiting. 

Explore  the  abdomen  as  soon  as  possible  if  you 
find  a  lump  of  uncertain  nature  at  any  of  the  hernial 
sites  in  a  case  of  vomiting  of  unknown  cause. 

Never  expect  to  get  "impulse  on  coughing"  over 
a  strangulated  or  incarcerated  hernia — you  may  get 
it,  but  not  as  a  rule.  The  same  is  true  of  hernia  con- 
taining omentum  only. 

Always  remember  that  some  hernise  are  "inop- 
erable" when  they  come  to  the  surgeon,  and  do  not 
be  guilty  of  operating  on  an  "inoperable"  case. 

Bear  in  mind  that  the  more  room  in  the  hernial 
sac  the  less  room  there  is  in  the  abdominal  cavity. 

You  may  be  able  to  return  the  sac  contents  and 
close  the  abdomen;  but  if  the  tension  be  too  great, 
either  the  patient  will  die,  or  the  wound  will  break 
open. 

VENTRAL  AND  UMBILICAL. 

Do  not  forget  that  the  coverings  of  an  umbilical 
or  of  a  postoperative  hernia  are  very  thin  and  that 
the  viscera  are  nearly  always  adherent  to  the  sac. 

Never  try  to  dissect  the  "sac"  free  from  the  struc- 
tures covering  it  in  umbilical  or  ventral  hernia. 

Also  remember  that  the  peritoneum  is  quite  ad- 
herent to  the  posterior  sheath  of  the  rectus  in  the 
neighborhood  of  the  ring  in  umbilical  hernia. 
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The  contents  of  a  large  umbilical  hernia  have  a 
habit  of  becoming  inflamed  and  sticking  together 
and  are  often  tender,  and  a  truss  that  causes  pres- 
sure cannot  be  worn — a  "cup"  or  "bag"  truss  may 
be  used  in  such  cases. 

Unless  the  case  is  urgent,  never  operate  on  large 
herniae  without  preparation  for  weeks  beforehand. 

Put  a  patient  with  a  large  hernia  in  bed,  and  keep 
him  there  if  possible  for  some  days  before  operation 
—reduce  the  hernia  if  possible,  and  keep  it  reduced 
in  order  that  the  abdominal  cavity  may  accommodate 
itself  to  the  presence  of  the  sac  contents.  Thus  you 
will  be  able  to  close  with  less  tension. 

Always  be  on  the  watch  for  herniae  of  the  linea 
alba.  They  occur  more  often  above  the  navel. 
Even  very  small  ones  may  cause  symptoms.  Opera- 
tion is  the  only  treatment  for  them. 

An  adult  umbilical  or  any  postoperative  hernia 
should  be  operated  at  the  beginning  of  its  course. 
They  are  dangerous  later.  The  best  operative  pro- 
cedure for  umbilical  hernia  is  that  of  closure  by 
overlapping  from  above  downward,  as  described  by 
W.  H.  Mayo. 

If  possible  repair  postoperative  hernise  by  over- 
lapping. 

Never  use  buried  silver-wire  sutures;  they  do  no 
good  after  healing  is"  complete,  but  often  act  as  a 
foreign  body,  and  have  to  be  removed  later. 

After  repairing  a  large  hernia  do  not  allow  the 
patient  to  get  up  before  twenty-one  days. 
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Do  not  advise  the  patient  to  "wear  a  truss  for  a 
while "  after  an  operation  for  the  cure  of  hernia; 
it  weakens  rather  than  strengthens  the  scar. 

INGUINAL. 

It  is  becoming  more  and  more  the  belief  of  sur- 
geons that  the  occurrence  of  a  hernia  does  not  de- 
pend on  the  weakness  of  muscles,  but  on  the  pres- 
ence of  depressions  on  the  internal  surface  of  the 
peritoneum. 

Almost  all  inguinal  hernise  are  oblique. 

The  old  idea  that  the  testicle  descended  into  "a 
test-tube-shaped  process  of  peritoneum  drawn  down 
by  the  gubernaculum"  is  no  longer  fashionable.  A 
"test-tube-shaped  process  of  peritoneum"  is  drawn 
down,  however,  and  the  testicle  should  be  drawn 
down  behind  it.  The  incomplete  obliteration  of  this 
"  process "  is  responsible  for  the  occurrence  of  ob- 
lique inguinal  hernia. 

Always  examine  the  scrotum  to  note  the  absence 
of  a  testicle  therefrom — hernia  often  complicates  un- 
descended  testicle. 

Do  not  forget  the  frequency  of  hydrocele  of  the 
cord. 

In  operating  on  a  hydrocele  of  the  cord,  never  fail 
to  examine  above  for  a  strand  or  cord  connecting 
with  the  peritoneum. 

Examine  the  upper  end  of  this  cord  closely,  and  if 
the  peritoneum  bulges,  you  have  to  deal  with  an  un- 
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obliterated  processus  vaginalis,  and  the  procedure  is 
the  same  as  though  a  hernia  existed. 

An  aching  testicle  is  often  the  first  symptom  of 
inguinal  hernia, 

You  cannot  get  all  patients  with  hernia  to  submit 
to  operation  at  once,  and  it  is  wrong  to  advise  op- 
eration in  certain  cases. 

Any  patient  with  a  hernia  on  which  he  is  unwilling 
to  have  the  operation  for  radical  cure  performed 
should  at  once  put  on  a  truss. 

A  truss  that  does  not  fit  properly  is  worse  than  no 
truss  at  all. 

In  measuring  for  a  truss,  measure  on  the  bare 
skin  midway  between  the  iliac  crests  and  the 
trochanters,  and  inform  the  instrument  man  on 
which  side  it  is  and  whether  it  is  inguinal  or  fem- 
oral. 

Eemember  that  the  pad  goes  over  the  internal 
ring. 

The  operation  for  the  radical  cure  of  hernia  in 
good  hands  is  one  of  the  most  satisfactory  opera- 
tions of  surgery;  nevertheless,  the  instrument-mak- 
ers will  tell  you  that  they  very  often  have  to  fit 
trusses  over  the  scars  of  former  operations  for  the 
radical  cure. 

In  doing  an  operation  for  the  radical  cure  bear 
in  mind  that  the  first  principle  for  cure  is  the  total 
obliteration  of  the  sac. 

Sew  or  tie  the  neck  of  the  sac  flush  with  the  sur- 
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face  of  the  peritoneum,  so  that  not  even  the  slight- 
est dimple  remains  at  that  site  on  the  inner  surface. 

Eemember  that  if  stitches  through  muscle  are 
drawn  too  tightly  they  soon  cut  out. 

If  there  be  any  inguinal  canal  at  all,  there  is  no 
sense  in  ' ' transplanting  the  cord" — don't  do  it. 

Unless  you  are  operating  also  for  the  cure  of  a 
varicocele,  let  the  veins  of  the  pampinniform  plexus 
alone.  If  they  are  dilated,  that  dilatation  depended 
on  the  presence  of  the  hernia  very  likely,  and,  the 
cause  being  removed,  the  condition  will  need  no  treat- 
ment. 

Never  forget  the  accidents  in  operating,  cutting  the 
bowel,  cutting  the  bladder,  cutting  the  vas  or  its  ves- 
sels, and  constriction  of  the  cord,  and  some  have 
wounded  the  great  vessels !  . 

Always  first  clean  Poupart's  ligament  from  mus- 
cle attachment  to  spine  of  pubis  after  opening  the 
canal. 

Next,  clean  the  margin  of  internal  oblique  and  the 
conjoined  tendon  from  Poupart's  ligament  to  their 
insertion. 

Always  isolate  the  sac  first  at  its  neck. 

Never  open  the  sac  until  you  have  separated  it 
from  surrounding  structures. 

Bear  in  mind  that  you  must  not  ligate  omentum 
en  masse. 

Be  careful  lest  you  ligate  omentum  too  close  to  the 
large  bowel  and  include  a  portion  of  the  bowel  in 
your  ligature. 
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A  similar  accident  happens  in  tying  off  adhesions. 
Watch  for  it. 

Always  be  on  the  watch  for  the  bladder  when  free- 
ing the  sac  and  when  ligating  the  pedicle. 

Be  always  sure  to  pass  your  finger  into  the  abdo- 
men through  the  ring  and  palpate  the  parietes  within 
reach. 

Bear  in  mind  the  liability  to  herniae  of  the  cecum 
and  sigmoid — they  require  special  measures. 

If  the  external  ring  admits  the  tip  of  your  little 
finger  alongside  the  cord,  you  have  not  closed  it  too 
tightly ;  if  not,  you  have. 

FEMORAL. 

Be  on  your  guard  lest  you  mistake  a  varix  of  the 
upper  end  of  the  saphenous  vein  for  a  hernia — it 
also  gives  an  impulse  on  coughing. 

A  psoas  abscess  is  another  source  of  error — look 
for  the  other  signs. 

Always  remove  the  masses  of  fat  that  protrude 
into  the  thigh  ahead  of  the  sac  in  femoral  hernia. 

In  femoral  as  in  inguinal  hernia  no  procedure  is 
likely  to  be  successful  unless  the  sac  is  entirely  ob- 
literated. 

While  closing  the  peritoneal  orifice  in  femoral 
hernia,  the  bladder  is  in  even  more  danger  than  it  is 
while  doing  the  same  in  inguinal  hernia. 

Sewing  Poupart's  ligament  to  the  fascia  pectin- 
ealis,  close  to  the  attachment  of  the  latter  to  the  os 
pubis,  is  the  method  of  choice. 
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Always  use  suture  material  which  will  last  a  month 
— fascia  is  slower  than  muscle  in  healing. 

Always  keep  an  operated  femoral  hernia  in  bed 
longer  than  you  would  a  case  of  inguinal  hernia. 

Be  sure  to  warn  anyone  who  has  had  an  operation 
for  the  cure  of  any  hernia  as  to  the  liability  of  its 
recurrence  under  strain  during  the  first  year  after 
operation. 

Never  fail  to  look  for  stricture  of  the  urethra  or 
rectum  and  for  enlarged  prostate  as  causes  of  her- 
nia— always  remove  the  cause  if  you  can. 

Chronic  bronchitis  may  cause  a  recurrence  if  you 
operate  on  such  a  case  in  the  fall. 

STRANGULATION. 

Bear  in  mind  that  the  rings — more  often  the  in- 
ternal— are  the  sites  of  the  strangulation. 

No  man  living  can  tell  the  time  required  for  stran- 
gulation to  produce  gangrene  of  the  sac  contents. 
But  it  can  hardly  occur  under  six  hours. 

Never  let  a  patient  with  a  hernia  leave  your  of- 
fice without  telling  him  what  to  do  immediately  if 
strangulation  should  occur  in  his  case. 

Do  not  forget  that  hydrocele  of  the  cord  can  be- 
come a  cause  of  strangulation  in  a  hernia,  cord,  or 
testis  by  being  forced  from  the  external  ring  along- 
side a  hernia  or  the  cord,  and  then  by  retraction 
shutting  off  the  return  circulation  in  these. 

Eemember  that  "torsion  of  the  cord"  gives  the 
symptoms  of  strangulated  hernia. 
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Do  not  forget  that  a  hernia  may  be  strangulated 
and  still  the  bowel  may  continue  to  move. 

Always  first  try  the  gravity  method  of  reducing  a 
strangulated  hernia,  provided  that  you  are  called  be- 
fore gangrene  can  have  supervened. 

Place  the  patient  on  his  back,  raise  the  hips  as 
much  as  possible,  flex  the  thighs  on  the  abdomen,  and 
give  a  hypodermic  of  morphin — if  recent,  the  hernia 
will  go  back  of  its  own  accord  inside  an  hour. 

If  you  apply  cold  or  heat  to  a  strangulated  hernia, 
do  not  use  anything  that  will  vesicate  (burning  and 
freezing) ^you  may  soon  afterward  want  to  do  an 
aseptic  operation. 

Eemember  the  dangers  of  taxis,  reduction  en 
masse,  without  relief  of  the  strangulation,  laceration 
of  a  friable  gut,  and  reduction  of  a  gangrenous  gut 
— don't  use  it. 

If  vomiting  continue  after  reduction,  operate  at 
once. 

The  operation  for  strangulated  hernia  performed 
early  is  never  dangerous,  now  that  we  have  asepsis 
and  local  and  regional  analgesia — operate  early,  and 
you  need  never  resect. 

Never  hurriedly  resect  a  loop  of  bowel  just  be- 
cause it  is  blue,  black,  or  gray.  Use  hot  saline,  and 
wait  to  see  if  it  changes  color. 

Always  pay  special  attention  to  the  gut  at  the 
point  where  it  was  in  contact  with  the  ring;  it  is 
often  gangrenous  here  when  viable  elsewhere. 

When  you  must  resect,  it  is  better  to  remove  too 
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much,  to  go  a  foot  away  from  where  constriction  oc- 
curred. 

No  case  of  strangulated  hernia  should  ever  be  lost 
— deaths  from  that  cause  are  like  those  from  septi- 
cemia,  due  to  carelessness  or  incompetence. 

There  is  hardly  a  place  in  the  civilized  world  to- 
day where  a  competent  surgeon  may  not  be  had 
within  six  hours.  While  waiting  for  him,  don't  do 
any  harm. 

The  vomiting  in  strangulated  hernia  may  be  like 
that  in  low  obstruction,  only  a  very  late  symptom. 

Always  keep  the  stomach  washed  if  vomiting  be 
present. 

About  the  height  of  absurdity  is  the  giving  of  food 
and  medicine  by  mouth  to  patients  with  obstruction 
and  vomiting. 

If  a  late  operation  be  done,  never  lessen  the  pa- 
tient's chance  by  using  a  general  anesthetic  or  by 
waiting  to  resect — relieve  the  constriction^  and  make 
an  artificial  anus. 

Don't  fail  to  empty  the  bowel  if  there  be  very  much 
distention. 


CHAPTEE  XXL 
GYNECOLOGIC  SUEGEEY. 

Have  your  patient  prepared  both  for  abdominal 
and  vaginal  work,  in  all  operations  in  the  pelvis. 

The  vaginal  route  for  doing  pelvic  surgery  has 
still  its  advocates,  and  is  sometimes  of  advantage, 
but  if  you  like  to  see  what  you  are  doing  and  need 
room  to  work,  go  in  from  above. 

Eemember,  when  you  pull  down  a  uterus  for  any 
reason,  that  if  an  old  salpingitis  exist  it  may  re- 
crudesce, or  adhesions  may  tear,  and  peritonitis  en- 
sue. 

Also  bear  in  mind  that  after  doing  anything  in  the 
pelvis  that  necessitates  the  cutting  and  tying  of  ves- 
sels, if  you  pull  down  the  uterus  to  curette,  you  may 
loosen  ligatures  and  cause  your  patient  to  bleed  to 
death. 

Therefore,  if  you  must  pull  a  uterus  down,  under 
the  circumstances  named  in  the  preceding  para- 
graphs, always  do  it  before  you  open  the  abdomen, 
and  not  after  you  have  closed  it. 

A  curettage  is  such  a  simple  thing,  that  almost 
every  graduate  thinks  very  lightly  of  it  and  feels 
that  he  must  undertake  it  on  the  slightest  provoca- 
tion, 
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Do  not  forget  that  there  is  real  danger  of  per- 
foration of  the  uterus  when  curetting,  and  this  has 
happened  in  introducing  a  sound.  If  you  fear  that 
you  have  perforated  a  uterus,  open  the  abdomen 
above  at  once,  and  repair  any  damage  done.  Don't 
sit  around  waiting  for  symptoms  of  peritonitis  to 
develop.  I  do  not  believe  that  one  should  do  a  cu- 
rettement  unless  he  is  ready  to  do  abdominal  sur- 
gery.—C. 

Eemember  that  no  operation  for  cystocele  will  be 
successful  unless  the  torn  perineum  is  repaired  at 
the  same  time. 

The  reason  for  so  many  poor  results  after  opera- 
tion for  the  repair  of  torn  perineum  is  that  many  are 
improperly  done.  Bear  in  mind  that  the  structures 
torn  apart  must  be  sutured  together  each  to  its  fel- 
low, fascia  to  fascia,  and  muscle  to  muscle,  and  so 
held  without  strain  or  tension  till  union  is  firm. 

You  must  know  the  anatomy  of  the  part  and  the 
pathology  of  the  condition,  or  you  will  never  have 
lasting  success — in  these  cases. 

Be  sure  to  make  extra  good  hemostasis  in  opera- 
tions on  the  perineum.  A  blood-clot  here  almost 
always  becomes  infected  with  putrefactive  bacteria. 

Never  attempt  to  completely  remove  a  suppura- 
ting Bartholin's  gland — incise  freely,  scrape  and 
pack,  and  keep  packed  till  healed. 

For  chronic  inflammation  of  the  gland,  nothing 
less  than  complete  removal  of  the  whole  mass  is  in- 
dicated. 
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Gonorrhea  in  the  female  will  not  likely  ascend  the 
normal  vagina  and  uterus  without  help,  but  will 
likely  be  confined  to  the  vestibule  and  lower  end  of 
the  vagina. 

Therefore  beware  of  using  a  speculum  or  ordering 
vaginal  douches  in  acute  gonorrhea  in  women. 

Do  not  forget  that  urethral  caruncles,  and  small 
"aphthous"  (?)  ulcers  in  the  uretha,  can  cause 
symptoms  of  urethritis  and  cystitis. 

Bear  in  mind  that,  though  the  female  uretha  is 
very  dilatable,  there  is  such  a  thing  as  permanent 
incontinence,  caused  by  overstretching. 

Never  attempt 'to  pass  a  catheter  by  "feel,"  or 
allow  an  attendant  to  do  so. 

Do  not  use  glass  catheters  or  glass  nozzles  for 
bladder  irrigators. 

Never  use  an  old  rubber  catheter — it  breaks  too 
easily. 

Catheters  that  cannot  be  boiled  before  using 
should  be  kept  in  covered  jars  under  an  antiseptic 
solution,  1 :1000  bichlorid,  and  before  using  should 
be  washed  and  allowed  to  stand  for  five  minutes  in 
sterile  saline. 

Do  not  use  a  catheter,  or  a  sound,  which  has  even 
the  slightest  roughness  on  its  surface. 

Watch  for  adherent  preputium  clitoridis  in  girl 
babies. 

Be  sure  to  cut  away  all  scar  tissue  from  around 
the  edges  when  closing  a  vesicovaginal  or  rectovag- 
inal  fistula. 
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Always  remember  when  operating  for  the  above 
named  conditions  that  there  must  be  no  tension  on 
your  sutures,  and  that  silkworm  gut  or  silver  wire 
is  the  best  suture  material. 

Never  allow  a  nurse  inexperienced  in  such  cases  to 
give  a  vaginal  douche,  after  such  operations. 

Be  sure  to  prevent  distention  of  the  bladder  after 
closing  a  vesicovaginal  fistula.  This  is  best  done  by 
a  retention  catheter,  or  by  turning  the  patient  on  her 
face  and  properly  using  a  catheter  every  four  hours 
till  healing  is  well  advanced. 

Always  take  precaution  to  prevent  cystitis  after 
operations  on  the  bladder. 

Be  certain  of  your  hemostasis  in  operations  on  the 
bladder;  otherwise  you  may  find  that  viscus  over- 
distended  with  clotted  blood. 

Do  not  forget  that  the  ureters  have  been  cut  or 
included  in  the  sutures  in  the  operation  for  cyst- 
ocele,  as  well  as  in  that  for  vesicovaginal  fistula. 

Never  merely  amputate  a  cervix  for  carcinoma. 

Eemember  that  a  foul-smelling  vaginal  discharge 
is  always  a  sign  of  serious  disease. 

Beware  of  "erosion  of  the  cervix "  in  women  at  or 
beyond  the  menopause. 

Always  remember  that  cancer  of  the  womb,  like 
cancer  elsewhere,  soon  invades  the  lymphatics,  and 
any  operation  that  removes  only  the  primary  growth 
cannot  hope  to  cure  the  disease. 

In  opening  abscess  in  the  cul-de-sac,  have  good 
light  and  have  an  assistant  draw  the  cervix  forward ; 
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draw  down  the  vaginal  wall  with  a  tenaculum  and 
snip  with  a  scissors  close  to  the  uterus — after  that 
use  blunt  dissection.  Fasten  your  rubber  drains  in 
place.  Use  long  instruments. 

Never  leave  the  end  of  a  drain  sticking  out  of  the 
vagina. 

Never  make  a  long  incision  in  the  middle  line,  and 
never  make  even  a  short  one  through  or  close  to  the 
umbilicus  in  a  vertical  direction.  A  long  incision  is 
often  necessary ;  as  a  rule,  incisions  are  too  short. 

When  for  any  reason  you  do  not  wish  to  have  the 
whole  length  of  an  incision  through  the  middle  line, 
make  the  upper  part  of  it  through  the  sheath  of  the 
rectus,  and  the  lower  through  the  median  line. 

Never  cut  through  the  rectus  muscle  or  split  its 
fibers — the  part  of  the  muscle  lying  to  the  inner  side 
of  the  incision  atrophies. 

Before  making  an  abdominal  incision,  let  it  be 
your  practice  to  ask  ' '  Has  she  been  catheterized  1 ' ' 

It  is  not  always  easy  to  tell  just  on  which  side  of 
the  median  line  you  have  opened  a  rectal  sheath — • 
the  direction  of  the  pyramidalis  will  tell  you  (if  it  be 
present). 

Always  open  the  peritoneum  first  at  the  upper  end 
of  the  wound. 

Bear  in  mind  that  inflamed  tissues  are  friable; 
find  the  planes  of  cleavage,  and  follow  them. 

Never  use  force  in  separating  adhesions. 

Should  you  tear  a  viscus,  always  repair  the  dam- 
age at  once. 
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If  you  fear  that  your  handling  or  separation  of  ad- 
hesions has  thinned  or  injured  a  bowel  coat,  take 
care  to  repair  the  damage  at  once. 

Never  divide  or  ligate  adhesions  while  under  ten- 
sion. 

The  Trendelenburg  position  is  of  great  advantage, 
but  it  is  overworked.  Never  call  for  it  before  the 
peritoneum  is  opened,  and  always  change  to  the  hori- 
zontal before  you  begin  to  close. 

Always  lower  from  the  Trendelenburg  position  at 
once  if  you  rupture  an  abscess, or  cyst.  Pus  may  get 
through  your  dam  and  reach  the  diaphragm. 

Do  not  believe  that  the  pus  from  tubo-ovarian  ab- 
scess or  pyosalpinx  is  sterile.  Always  treat  it  as 
though  you  knew  it  to  be  virulent,  and  you  will  lose 
very  few  patients  from  peritonitis. 

Should  you  find  that  a  papillomatous  cyst  of  the 
ovary  has  ruptured  and  that  the  peritoneum  is 
studded  with  papillomata,  remove  the  cyst  anyway. 

One  would  naturally  suppose  that  after  spilling 
pus  in  the  pelvis  drainage  were  always  indicated,  but 
as  a  matter  of  fact,  most  cases  do  very  nicely  with- 
out it. 

Make  it  a  rule,  from  which  you  never  deviate, 
never  to  even  allow  a  small  sponge  in  sight  from 
the  time  the  peritoneum  is  opened  till  after  it  is 
closed. 

Always  use  forceps  and  clamps  at  least  seven 
inches  long  for  abdominal  work. 

Always  begin  in  the  middle  line  to  separate  ad- 
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hesions  from  uterus  or  bladder,  and  bladder  from 
uterus — especially  is  the  latter  important. 

Eemember  that  as  long  as  you  keep  within  1  cen- 
timeter from  the  side  of  the  cervix  the  ureter  is  safe. 

When  fibroids  begin  to  grow  very  rapidly,  sus- 
pect pregnancy  or  malignant  change. 

"If  a  woman  past  the  menopause  the  subject  of 
fibroids  begin  to  have  bleeding  from  the  uterus,  be 
very  suspicious  of  cancer  of  the  body  of  the  womb." 
— Bland-Sutton. 

Do  not  forget  that  fibroids  sometimes  get  sep- 
arated from  the  womb  and  may  hang  from  the  broad 
ligament  on  the  side  wall  of  the  pelvis,  and  be  easily 
overlooked  at  operation. — C. 

Before  you  thrust  in  your  trocar  to  empty  an 
ovarian  cyst,  put  in  a  purse-string  suture,  that  you 
may  not  contaminate  the  field  on  withdrawing  the  in- 
strument. 

Never  fail  to  cover,  as  far  as  possible,  all  raw 
surfaces  with  peritoneum  and  so  prevent  postopera- 
tive cramps,  nausea,  or  even  ileus. 

The  better  the  hemostasis,  the  less  the  need  for 
drainage ;  and  the  better  the  surgeon,  the  better  the 
hemostasis. 

Do  not  use  gauze  of  any  kind  for  drainage — un- 
less you  surround  it  with  rubber. 

"The  exaggerated  Fowler"  position  undoubtedly 
calls  gravity  to  aid  in  securing  drainage,  but  never 
forget  that  it  may  work  to  the  disadvantage  of  a 
weak  patient.  It  is  seldom  necessary. 
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Kemember  that  while  a  patient  lies  on  her  back 
the  bottom  of  the  cul-de-sac  is  at  a  lower  level  than 
the  vaginal  outlet. 

Before  you  attribute  a  backache  to  "female 
trouble, "  take  another  look  at  the  gait  and  station, 
and  be  sure  to  exclude  feet  and  shoes  as  a  possible 
cause  of  the  trouble. 

Do  not  believe  that  you  can  cure  all  of  a  woman's 
ills,  real  or  fancied,  by  fixing  forward  a  retroverted 
uterus. 

Always  remember  that  an  elongated  or  hyper- 
trophied  cervix  should  be  removed  before  you  try 
to  fix  a  uterus  forward. 

Be  very  careful  that  you  do  not  draw  peritoneum 
or  bowel  with  the  round  ligament  through  the  ab- 
dominal wall. 

It  requires  a  little  more  knowledge  and  a  little 
greater  skill  to  bring  the  round  ligaments  out  along 
their  normal  route  than  to  draw  a  loop  of  each 
through  the  rectus,  but  the  results  are  better. — C. 

Never  attempt  to  "shorten  the  round  ligaments " 
without  opening  the  abdomen. 

Eemember  that  stitches  soon  cut  through  if  sub- 
jected to  tension. 

Do  not  remove  a  normal  appendix  when  doing  a 
pelvic  operation  if  in  so  doing  you  increase  the  pa- 
tient's risk  from  shock  or  infection;  otherwise  al- 
ways get  it. 

If  you  drain,  use  rubber,  and  never  change  drains. 
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Remember  that  in  ten  or  twelve  hours  Nature  will 
have  built  a  wall  about  your  drain. 

In  closing,  when  peritoneum  is  too  thin  and  friable 
and  under  such  tension  that  your  stitches  will  not 
hold,  remember  that  the  rule  is  to  take  it  with  the 
next  layer  in  the  same  stitch. 

Never  close  an  abdomen  with  absorbable  sutures 
without  putting  in.  "retention  sutures"  of  non-ab- 
sorbable  material.  No  one  can  tell  when  "20-day" 
catgut  may  be  absorbed  in  four. 

Do  not  tie  a  long  roll  of  gauze  under  your  ' i  stay ' ' 
sutures.  Put  a  pad  of  gauze  under  each  stay  stitch 
if  you  like,  but  always  leave  your  wound  so  that  you 
may  loosen  a  stitch  or  remove  a  clip  that  is  causing 
trouble  without  disturbing  the  whole  wound. 

Always  remember  that  catheterized  female  pa- 
tients develop  cystitis  more  easily  than  do  men- 
take  precautions. 

If  you  find  a  stitch  that  is  causing  trouble,  loosen 
or  remove  it,  and  apply  gauze  soaked  in  alcohol  for 
a  few  hours. 


CHAPTEE  XXII. 
GENITOUBINAEY  SUBGEEY. 

GONORRHEA. 

Do  not  forget  that  there  is  such  a  thing  as  simple 
urethritis — and  it  can  very  closely  simulate  gonor- 
rhea. Use  the  microscope. 

Always  be  sure  to  warn  the  patient  about  infect- 
ing his  eyes. 

Never  fail  to  instil  a  few  drops  of  silver  nitrate 
solution,  1  per  cent,  or  argyrol,  10  per  cent,  in  the 
eyes  of  the  new-born  babe,  if  you  know  or  suspect 
the  mother  (or  father)  of  having  had  gonorrhea. 

Be  very  careful  not  to  make  a  quick  diagnosis  of 
gonorrhea  when  you  see  a  discharge  from  the  pre- 
putial  orifice  in  phimosis. 

Do  not  provide  a  patient  in  the  acute  stage  with 
that  weapon  of  destruction — a  syringe.  Keep  the 
patient  as  quiet  as  possible  (in  bed  if  you  can),  pre- 
scribe bland  diet — no  alcoholics,  plenty  of  water. 
Keep  the  bowel  free  and  do  not  upset  the  stomach 
with  many  drugs;  and  interdict  sexual  excitation. 
With  this  line  of  treatment  there  is  no  "chronic  gon- 
orrhea "  or  "  gleet. " 

Never  forget  that  as  long  as  your  patient  has 
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shreds  and  "gleet"  he  still  has  gonorrhea  and  may 
infect. 

Always  use  the  mixed  bacterins  (gonococcus  and 
staphylococcus)  when  treating  chronic  gonorrhea. 

Bear  in  mind  that  "gleet"  and  "shreds"  may  be 
coming  from  the  prostate  or  from  behind  some  point 
of  narrowing,  and  that  local  diseases  require  local 
treatment.  Make  wide  the  narrow  places,  massage 
and  instil,  but  use  the  urethroscope  and  the  applica- 
tor, and  don't  forget  the  mixed  bacterins  in  increas- 
ing doses. 

Do  not  accuse  everyone  with  an  acute  inguinal 
adenitis  of  having  had  a  venereal  disease. 

About  the  only  kind  of  bubo  that  does  not  yield  to 
rest,  cold,  and  counterirritants  is  chancroidal. 

Never  fail  to  warn  the  patient  when  his  sore  is 
well  that  even  yet  it  may  be  syphilitic — make  the 
Wassermann,  and  watch  for  three  months. 

You  cannot  make  a  diagnosis  of  syphilis  on  the 
macroscopic  appearance  of  the  sore  alone. 

Always  remember  that  burning  a  soft  sore  may 
make  it  look  like  a  hard  chancre. 

If,  without  excuse,  a  chancroid  takes  on  the  ap- 
pearance of  a  hard  chancre,  there  was  most  likely 
a  mixed  infection. 

Do  not  try  to  treat  any  condition  under  a  prepuce 
that  cannot  be  pulled  back — make  a  dorsal  slit,  or 
circumcise. 

Eemember  that  the  passing  of  sounds  and  the  use 
of  irrigation  are  often  followed  by  epididymitis. 
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Bear  in  mind  that  the  balsams  cause  ' l  rash ' '  very 
often. 

Always  be  sure  the  prepuce  is  not  adherent  before 
making  a  "dorsal  slit." 

Never  "pull  the  foreskin  well  forward/'  as  is 
sometimes  advised  in  doing  a  circumcision — without 
remembering  that  you  may  cut  it  too  short,  much  to 
the  later  discomfort  of  the  patient. 

Never  try  a  local  anesthetic  in  circumcising  chil- 
dren. 

You  must  not  pass  a  sound  in  an  acutely  inflamed 
uretha. 

After  instrumentation  (with  a  stranger)  always 
mention  the  possibility  of  a  chill. 

"Always  remember  that  the  introduction  of  an 
instrument  is  an  evil  never  to  be  resorted  to  unless 
in  the  hope  of  relieving  a  greater  evil."— Sir  H. 
Thompson. 

Do  not  forget  that  a  false  passage  is  very  easily 
made.  Never  hurry,  and  never  use  force  in  passing 
instruments.  The  insensitive  urethra  is  the  most 
dangerous. 

Always  feel  the  prostate  if  the  catheter  does  not 
readily  enter  the  bladder  after  passing  the  triangular 
ligament. 

Do  not  fail  to  have  a  special  prostatic  catheter  in 
your  outfit. 

Do  not  forget  to  keep  your  unboilable  catheters 
continually  in  antiseptic  solution. 

Always  feel  the  prostate  before  passing  a  sound. 
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Never  pass  a  sound  during  an  attack  of  acute 
cystitis. 

Never  sound  for  a  stone  unless  stone  symptoms 
have  been  present. 

Never  sound  an  elderly  patient  for  stone  without 
having  him  in  bed,  and  keep  him  there  at  least  twelve 
hours  afterward. 

Beware  of  saying  any  stricture  is  impassable. 
You  may  work  for  several  hours  with  "filiforms" 
and  then  be  successful — or  some  colleague  may  be 
successful. 

Always  remember  that  a  larger  sound  will  often 
pass  where  a  small  one  will  not. 

Never  forget  that  plastic  surgery  can  do  great 
things  for  a  tortuous  stricture — or  obliterated  ure- 
thra. 

Never  pass  a  jointed  instrument  into  the  urethra 
without  making  sure  that  all  joints  are  safe. 

Do  not  catheterize  an  old  man  with  morning 
nausea,  incontinence,  pale  urine  of  low  specific  grav- 
ity, and  marked  thirst,  without  telling  the  friends  of 
the  gravity  of  the  case. 

Never  roughly  pull  out  a  retention  catheter — the 
incrustation  injures  the  urethra. 

Never  pass  a  sound  on  a  patient  with  nocturnal 
frequency  without  remembering  that  you  may  infect 
a  tubercular  bladder  or  kidney  in  so  doing. 

Always  suspect  ruptured  urethra  if  blood  comes 
from  the  meatus,  after  an  accident. 

Yes;  the  female  urethra  is  dilatable,  but  never 


226  GOLDEN    RULES    OF    SUEGERY. 

forget  that  it  can  be  overstretched  and  remain  para- 
lyzed. 

Never  forget  that  urinary  extravasation  means 
rupture  of  the  urethra  and  that  you  should  operate 
at  once. 

Every  time  you  feel  a  hard  nodule  in  the  prostate, 
think  of  cancer,  but  never  make  the  diagnosis  of 
cancer  without  excluding  calculus  of  the  prostate. 

If  you  make  a  diagnosis  of  prostatic  abscess,  it  is 
your  duty  to  open  it  from  the  perineum  and  not  wait 
for  it  to  break  into  rectum,  urethra,  or  bladder. 

Bear  in  mind  that  if  a  fistula  persist  after  external 
urethrotomy  there  is  most  likely  an  obstruction  an- 
terior to  it,  and  that  any  fistula  that  does  not  heal 
after  the  passage  is  opened  widely  in  front  is  either 
" healed  over"  (from  mucous  membrane  to  sldn)  or 
is  tubercular. 

TESTES. 

Always  examine  the  scrotum  of  the  baby  to  note 
whether  both  testicles  are  descended  at  birth  or  not. 

A  testicle  may  be  undescended  and  yet  come  down 
later — one  has  been  known  to  descend  late  in  life— 
but  in  the  child  past  the  age  of  five,  it  is  not  likely 
to  descend  spontaneously. 

The  success  of  the  operation  for  undescended  testi- 
cle varies.  It  can  -undoubtedly  be  retained  in  the 
scrotum  after  having  been  placed  there.  The  organ 
is  generally  much  atrophied  when  observed  a  few 
years  later. 
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Remember  that  to  the  patient  the  satisfaction  of 
being  conscious  that  they  are  both  in  the  scrotum 
is  very  great. 

Do  not  forget  that  the  testes  have  an  internal  se- 
cretion without  which  there  can  be  no  secondary 
sexual  characteristics,  and  do  not  ruthlessly  sacrifice 
a  testicle  before  the  patient  is  fully  developed. 

It  seems  to  be  true  that  the  undescended  testis  is 
more  liable  to  malignant  change  than  is  the  descended 
one;  therefore,  if  unable  to  bring  it  down,  remove  it 
if  the  other  be  in  the  scrotum. 

Always  remember  when  handling  testicle  and  cord 
that  injury  to  either  -may  render  both  useless,  and 
handle  both  with  the  greatest  care. 

Keep  in  your  mind  the  idea  that  an  undescended 
testicle  is  more  exposed  to  injury  than  one  in  the 
scrotum. 

Do  not  forget  when  strapping  a  testicle  that  the 
skin  of  the  scrotum  is  not  very  vascular  and  that 
pressure  necrosis  occurs  easily. 

No  one  but  a  novice  or  an  idiot  would  attempt  to 
strap  a  testicle  without  first  shaving  the  scrotum. 

Never  fail  to  locate  the  testicle  before  attempting 
to  tap  a  hydrocele. 

Do  not  forget  that,  though  the  "injection  method" 
of  treating  a  hydrocele  may  be  successful  in  the 
hands  of  an  expert,  it  is  quite  unsafe  in  the  hands 
of  the  beginner. 

Remember  that  torsion  of  the  cord  (torsion  of  the 
testis)  does  occur,  and  so  does  strangulation  of  the 
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same,  and  both  give  general  symptoms  not  unlike 
those  of  strangulated  hernia. 

The  best  treatment  for  acute  orchitis  and  epidid- 
ymitis  of  pyogenic  origin  is  early  incision  and 
drainage. 

In  removing  a  testicle  for  tuberculosis  get  all  the 
cord  and  follow  the  vas  as  far  as  you  can. 

In  all  chronic  swellings  of  the  testicle  try  for 
" normal  testicular  sensation "  on  pressure;  its  ab- 
sence means  loss  of  function. 

Do  not  forget  that  gumma  of  the  testes  may  be 
followed  by  fungus  or  hernia  of  the  testes. 

Never  make  a  diagnosis  of  sarcoma  of  the  testicle 
without  first  excluding  syphilis. 

Do  not  tell  a  man  he  is  sterile  because  he  has  had 
a  bilateral  gonorrheal  epididymitis — his  wife  may 
conceive. 

An  undescended  testicle  rarely  develops  any  ex- 
ternal secretion,  though  its  power  of  internal  secre- 
tion seems  unimpaired. 

Do  not  always  tell  a  patient  that  his  undescended 
testis  will  never  come  down  of  its  own  accord — 
they  sometimes  do. 

Never  forget  that  your  operation  for  varicocele 
may  be  followed  by  chronic  hydrocele  or  enlarge- 
ment of  the  testicle — beware  of  cutting  out  too  many 
veins. 

Do  not  disturb  the  cord  or  bother  about  its  veins 
when  operating  for  inguinal  hernia — unless  you  are 
operating  for  a  varicocele  at  the  same  time. 


GENITOURINARY   SURGERY.  229 

In  all  operations  about  the  scrotum  take  special 
care  to  make  a  good  hemostasis — hematomata  form 
here  most  readily,  and  they  nearly  always  suppu- 
rate. 

Always  remember  that  the  glands  draining  lymph 
from  the  scrotum  are  the  inguinal,  while  lymphatics 
of  the  testicle  go  first  to  the  lumbar  glands. 

Never  forget  that  sarcoma  of  the  testes,  as  well  as 
carcinoma,  spreads  through  the  lymph-channels — no 
operation  for  either  is  complete  without  regional 
gland  removal. 

Do  not  fail  to  examine  the  prostate  and  vesicles  in 
every  chronic  disease  of  the  testicles. 

No  instrument  except  a  catheter  to  relieve  reten- 
tion should  ever  be  passed  during  'acute  inflamma- 
tion of  a  testicle. 

BLADDER. 

Never  tap  a  bladder  that  you  cannot  feel. 

Beware  of  making  a  diagnosis  of  "incontinence  of 
urine ' '  and  letting  it  go  at  that — find  out  why. 

Always  remember  that  a  bladder  may  be  saccu- 
lated  and  your  sound  may  miss  a  stone  in  a 
"pocket,"  and  a  "fasciculated"  bladder  may  have 
"incrustations"  on  its  walls  and  feel  much  like 
stone. 

Find  the  stone  with  the  cystoscope,  or  the  x-ray. 

Do  not  forget  that  cutting  for  stone,  when  done  as 
it  should  be,  is  just  as  safe  as  and  far  more  certain 
than  litholapaxy. 
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If  when  operating  on  inguinal  or  femoral  hernia 
you  find  a  vascular  structure  to  which  the  sac  is  ad- 
herent, be  very  careful — it  may  be  bladder. 

Always  remember  that  a  bladder  overdistended 
for  any  length  of  time  may  remain  paralyzed. 

Never  make  a  diagnosis  of  hysterical  retention 
and  refuse  to  catheterize — your  refusal  may  cause 
the  patient  to  be  catheterized  for  the  rest  of  her  life. 

Always  try  to  avoid  causing  a  cystitis.  Whenever 
you  expect  to  repeat  catheterization  more  than  once, 
inject  two  drams  of  argyrol  (5  per  cent)  just  be- 
fore withdrawing  the  catheter,  and  keep  the  patient 
on  urotropin. 

Never  fail  to  closely  watch  the  bladder  in  all  in- 
juries to  the  spine — and  in  all  delirious  or  uncon- 
scious patients. 

Do  not  forget  that  the  bladder  is  sometimes  rup- 
tured by  very  slight  external  violence — more  often  in 
drunken  men. 

The  best  way  to  test  for  ruptured  bladder  is  first 
to  catheterize  and  empty  the  bladder — then  inject  a 
measured  quantity  of  boric  acid  solution,  and  try  to 
recover  it. 

Eemember  that  there  is  one  thing  that  always 
makes  tuberculous  or  malignant  disease  of  the  blad- 
der very  much  worse,  and  that  is  pyogenic  infection. 

Always  suspect  tuberculosis  in  some  other  part 
of  the  genitourinary  tract  when  you  find  a  tubercu- 
lous ulcer  in  the  bladder. 
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The  removal  of  a  tubercular  kidney  is  very  often 
followed  by  the  cure  of  a  vesical  tuberculosis. 

Never  forget  that  there  is  danger  in  emptying  an 
overdistended  bladder  too  rapidly. 

Do  not  put  a  patient  on  "catheter  life"  without 
first  instructing  him  how  to  be  clean  and  how  to 
cleanse  the  catheter. 

Never  use  an  old  catheter ;  you  may  lose  part  of  it 
in  the  bladder — the  same  is  true  of  jointed  cathe- 
ters. 

In  the  presence  of  a  cystitis  consider  well  the  dan- 
ger of  carrying  infection  up  to  the  kidney  before 
you  decide  to  catheterize  the  ureters. 

Always  remember  that  rapid  dilatation  of  the 
bladder  by  injecting  fluids  is  dangerous. 

Do  not  forget  that  rectal  irritation  may  cause 
retention,  frequency,  or  tenesmus. 

Bear  in  mind  that  constant  dribbling  may  mean 
the  incontinence  of  an  overdistended  and  paralyzed 
bladder. 

KIDNEY. 

You  can  often  feel  a  floating  kidney  better  if  the 
patient  lies  on  the  other  side  and  draws  up  the  knees. 

It  is  wrong  to  operate  on  some  movable  kidneys. 
If  by  chance  you  find  a  movable  kidney  that  has  not 
caused  symptoms,  never  tell  the  patient — but  tell  a 
friend. 

You  may  be  sure  that  an  operation  for  nephro- 
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ptosis  will  never  cure  the  patient  suffering  from 
Glenard's  disease. 

Never  use  turpentine,  mercury,  potassium  iodid, 
or  cantharides  on  nephritic  patients  without  know- 
ing that  you  may  suddenly  cause  complete  anuria 
and  death  by  so  doing. 

When  you  find  albuminuria  without  other  signs  of 
nephritis,  look  for  stone  in  the  kidney. 

Pain  in  the  region  of  the  kidney  is  more  often  due 
to  other  conditions  than  to  calculus. 

Never  think  that  because  a  patient  looks  well  he 
cannot  have  renal  or  vesical  tuberculosis  or  cancer 
of  the  bladder — the  cachexia  comes  late  in  them. 

Any  rapidly  growing  tumor  in  the  abdomen  of  a 
child  is  more  likely  to  be  a  renal  sarcoma  than  any- 
thing else. 

Never  catheterize  a  ureter  in  the  presence  of 
acute  infection  lower  down. 

Always  remember  that  blood  in  the  urine  obtained 
by  ureteral  catheterization  may  be  due  to  trauma 
from  the  catheter. 

Bear  in  mind  that  nocturnal  frequency  is  often  an 
early  sign  of  renal  tuberculosis. 

A  kinked  ureter  with  uronephrosis  can  often  be 
completely  relieved  by  inverting  the  patient  for  a 
few  'minutes. 

Never  fail  to  examine  the  other  kidney  before  ad- 
vising any  renal  operation. 

Never  be  slow  about  opening  a  perinephric  ab- 
scess. 
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Do  not  forget  that  a  perinephric  abscess  often  be- 
gins at  the  appendix — be  suspicious  of  the  appendix 
as  *a  cause  if  a  sinus  persist. 

Always  remember  that  ordinarily  the  pleura  near 
the  spine  comes  down  some  distance  lower  than  the 
last  rib. 

Beware  of  trying  to  deliver  the  kidney  before  you 
have  cut  through  all  of  the  perirenal  fat  and  fascia 
—divide  everything  right  to  the  tunica  propria  be- 
fore trying  to  pass  your  finger  around  the  kidney; 
this  separates  it  from  its  "  fatty  capsule "  very  eas- 
ily ;  there  is  no  bleeding,  and  delivery  is  easier. 

When  operating  for  stones  which  cast  small  shad- 
ows, be  sure  to  x-ray  shortly  before  operation — the 
stone  may  have  passed  into  the  bladder  since  last  ex- 
amination. 

Never  forget  that  phosphaturia  and  uric  acid  may 
cause  attacks  of  renal  colic. 

Do  not  make  a  diagnosis  of  renal  colic  without  ex- 
cluding gall-bladder,  appendix,  and  ovarian  disease. 

Never  hesitate  to  enlarge  your  incision  downward 
or  forward  just  as  soon  as  you  decide  you  are  ham- 
pered for  lack  of  room. 

The  abdominal  route  is  better  when  a  renal  tumor 
is  very  large  and  fixed. 

Do  not  forget  to  first  feel  the  other  kidney 'once 
the  abdomen  is  opened — and  don 't  mistake  pancreas 
for  kidney. 

Be  careful  lest  the  kidney  have  more  than  one 
artery. 
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Never  fail  to  inflate  the  colon  as  a  help  in  diagnos- 
ticating renal  tumor. 

Eemember  that  stones  lodge  in  the  ureter  most 
often  "at  the  end  (upper  or  lower)  and  at  the  bend 
(brim  of  true  pelvis )." 

Never  forget  that  a  calculus  may  be  present,  al- 
though the  x-ray  be  negative. 

Never  try  to  remove  the  gall-bladder  or  to  operate 
on  the  bile-ducts  'through  the  lumbar  incision  when 
operating  a  supposed  renal  tumor — attack  in  front. 

Never  aspirate  a  renal  tumor  from  front  or  side. 

Be  sure  to  use  absorbable  material  for  suturing 
rents  in  kidney  or  its  pelvis. 

Eemember  that  it  is  possible  for  postoperative 
hemorrhage  from  the  kidney  to  cause  death — most 
often  by  lowering  resistance  to  infection. 

If  the  ureter  be  distended  with  urine  of  recent  ac- 
cumulation, it  looks  like  a  large  vein — use  the  hypo- 
dermic needle. 

Never  fail  when  x-raying  a  kidney  for  stone  to 
radiograph  the  whole  ureter  as  well,  and  be  sure  to 
do  the  same  on  the  other  side. 

Methods  of  ureteral  implantation  are  many,  and 
none  are  ideal.  The  best  results  are  those  in  which 
it  was  possible  to  transplant  a  portion  of  the  bladder 
wall/as  in  the  operation  for  extrophy  of  the  bladder. 

After  all  accidents  and  injuries  have  the  patient 
try  to  pass  water,  or  catheterize  and  examine  for 
blood. 


CHAPTER  XXIII. 
EECTAL  SUEGEEY. 

In  alternating  attacks  of  constipation  and  diar- 
rhea, you  must  examine  for  stricture  and  for  impac- 
tion  of  feces,  but  remember  .that  constipation  alone 
may  be  the  cause  of  the  trouble. 

Bear  in  mind  the  influence  of  chronic  constipation 
as  a  factor  in  the  etiology  of  headache. 

Insist  on  examining,  with  good  light  both  in- 
ternally and  externally,  every  patient  who  consults 
you  for  trouble  in  the  rectum. 

Eemember  that  idiots,  insane  persons,  or  perverts 
very  frequently  insert  a  foreign  body  in  the  rectum. 

In  bleeding  from  the  rectum  in  young  persons  sus- 
pect polyp ;  in  adults  think  first  of  piles. ' 

Operations  for  prolapse  in  infancy  are  usually 
quite  superfluous — always  look  for  polyp  as  a  cause 
of  prolapse. 

Do  not  forget  that  foci  of  irritation  in  the  rectum 
— ulcers,  fissures,  etc. — may  cause  retention  of  urine. 

One  never  operates  on  a  rectum  without  knowing 
that  he  may  have  to  use  the  catheter  afterward. 

Never  take  the  patient's  word  for  it  that  he  (or 
she)  has  piles — always  see  for  yourself  before  you 
prescribe. 
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Do  not  forget  that  small,  recent,  simple  ulcers  and 
fissures  get  well  readily  after  dilatation  of  the 
sphincter  without  cutting. 

Much  harm  has  been  done  by  forcible  dilatation 
of  the  sphincter,  incontinence  ensuing.  . 

Never  stretch  the  sphincter  forcibly  or  rapidly. 
Take  your  time,  and  stretch  while  gently  using  a 
massaging  movement.  Great  dilatation  is  seldom 
necessary. 

Cutting  the  sphincter  causes  incontinence  if  you 
cut  the  muscle  obliquely,  or  if  you  cut  it  on  both 
sides  at  the  same  "sitting."  Learn  the  direction  of 
the  fibers  and  see  that  one  side  is  completely  healed 
before  you  completely  divide  the  other. 

Never  operate  on  inflamed  hemorrhoids. 

Do  not  allow  the  patient  to  immediately  walk  about 
after  any  operation  on  the  rectum. 

In  operating  for  piles  be  sure  to  cut  off  the  '  t  skin 
tags,"  or  the  patient  will  think  the  job  is  unfinished. 

Never  use  that  instrument  of  torture,  "a  dressed 
tube,"  after  operations  on  the  rectum.  A  strip  of 
vaselinized  gauze  does  just  as  well,  and  is  so  much 
more  comfortable. 

Do  not  forget  that  a  fissure,  an  ulcer,  or  a  fistula 
may  be  a  beginning  cancer. 

Never  fail  to  examine  for  tuberculosis  of  the  lungs 
in  every  case  of  anal  fistula,  ulcer,  or  fissure,  and 
remember  that,  though  the  patient  may  be  otherwise 
apparently  healthy,  such  rectal  trouble  may  still  be 
tubercular. 


RECTAL  SURGERY.  237 

Many  a  sinus  called  "  blind  external  fistula "  leads 
down  to'  diseased  bone  or  joint. 

Eemember  that  blind  fistula  often  means  blind 
surgeon. 

Burrowing  sinuses  and  fistulae  can  be  far  more 
easily  followed  at  operation  if  the  Mayo  method  of 
injecting  methylene  blue  be  adopted. 

Eemember  that  if  an  ulcer,  fissure,  or  fistula  be 
tubercular  the  same  rules  apply  here  as  in  the  treat- 
ment of  surgical  tuberculosis  elsewhere. 

You  can  never  put  a  rectum  at  rest  for  a  prolonged 
period  without  diverting  the  fecal  stream. 

Tuberculosis  of  the  lungs  is  a  contraindication  to 
curative  procedures  in  rectal  tuberculosis,  only  when 
the  chest  condition  is  advanced  beyond  hope  of  cure. 

It  is  far  better  surgery  to  pack  the  wound  after 
dissecting  out  a  fistula  than  to  suture  it,  and  keep  it 
packed  that  it  may  heal  from  the  bottom. 

Do  not  think  that  because  the  stools  are  normal  in 
appearance  there  can  be  no  stricture  of  the  rectum. 
The  "  ribbon-shaped "  or  "  pipe-stem-shaped  "  stool 
is  present  only  when  the  stricture  is  near  the  anus. 

Eemember  that,  though  syphilis  can  cause  a  stric- 
ture, antisyphilitic  treatment  is  no  more  likely  to 
cure  it  than  it  is  to  cure  tabes  dorsalis — even  salvar- 
san  won't  cure  it. 

Do  not  forget  that  the  incision  for  anal  abscess 
radiates,  but  for  ischiorectal  abscess  it  extends  from 
before  backward. 

Be  on  the  watch  for  cancer  of  the  rectum — only 
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early  is  operation  worth  while.  Eemember  that  the 
bowel  well  above  the  apparent  site  is  involved  and 
also  for  a  shorter  distance  below  it.  •  Any  operation 
that  does  not  remove  the  regional  glands  is  worth- 
less. 

Never  operate  on  cancer  of  the  rectum — or  on 
cancer  anywhere  else — if  the  liver  be  secondarily  in- 
volved. 

Do  not  hastily  open  a  slow-growing  swelling  be- 
tween the  rectum  and  the  coccyx.  Cysts  of  the  post- 
anal  gut  grow  here  and  may  become  inflamed  so  as 
to  be  mistaken  for  abscess. 

If  one  must  make  an  artificial  anus,  the  sigmoid  is 
better  brought  out  through  the  rectus — appliances 
are  more  easily  kept  in  place  over  it. 

Always  examine  the  coccyx  and  sacrococcygeal 
joint  in  people  who  complain  of  pain  behind  the  anus. 

Never  fail  to  explore  the  rectum  in  cases  of  frac- 
tured pelvis. 

All  wounds  of  the  buttock  received  in  falls  should 
be  examined  for  foreign  bodies. 


CHAPTER  XXIV. 

ON    SCIENTIFIC    CONTRIBUTIONS    TO    THE 

LITERATURE   OF   MEDICINE   AND 

SURGERY. 

One  of  the  most  effective  ways  and  means  of  be- 
coming rapidly  known  as  a  surgeon  among  one's 
colleagues  is  the  publication  of  contributions  on  sur- 
gical subjects  in  the  contemporary  medical  press. 
The  effectiveness  of  such  work  depends:  first  upon 
the  character  and  value  of  the  communication,  and 
secondly  upon  the  kind  and  quality  of  the  scientific 
journal  that  is  chosen  for  the  vehicle  of  one's  writ- 
ings. 

Unless  the  essay,  article,  study,  or  the  report  of 
interesting  cases  or  of  a  series  of  cases,  is  well  writ- 
ten and  logically  and  artistically  presented,  it  will 
tend  rather  to  injure  than  to  advance  the  young  sur- 
geon's progress.  It  is  quite  as  easy  to  write  oneself 
down  as  to  write  oneself  up. 

The  choice  of  the  subject  is  not  so  important,  and 
no  advice  can  be  given  about  that,  beyond  saying 
that  to  write  about  any  subject  requires  the  writer 
to  have  intimate  knowledge  and  experience  by  actual 
observation,  and  that  to  write  on  any  subject  about 
which  one  has  only  literary  or  hearsay  information, 
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drawn  from  books,  is  always  suicidal,  in  fact,  is  silly 
and  childish,  and  of  no  value  beyond  that  of  being 
an  exercise  for  a  schoolboy.  A  communication  of 
that  kind  fools  no  one  and  only  makes  a  laughing- 
stock of  the  author. 

A  contribution  to  a  scientific  journal  should  be 
properly  constructed.  By  way  of  introduction  it 
should  show  what  is  known  on  the  subject  up  to 
the  time  of  writing.  The  writer  should  accurately 
give  the  bibliographical  references  on  what  has  been 
heretofore  published  about  the  matter  in  hand.  For 
this  purpose  it  is  not  necessary  to  refer  to  what  text- 
books say  about  the  question,  because  they  can 
hardly  ever  be  considered  as  depositories  of  scien- 
tific communications.  They  are  in  nearly  all  cases 
merely  compilations.  You  will  always  refer  only  to 
original  memoirs  or  monographs,  giving  the  name 
of  the  author  first,  then  the  subject  of  his  book  or 
article,  then  the  page  to  which  you  refer,  then  the 
name  of  the  publisher  and  the  year  in  which  the  pub- 
lication occurred.  If  there  has  been  more  than  one 
edition  name  the  one  quoted.  Let  these  references 
follow  each  other  in  chronological  order,  and  let  them 
be  accurate.  Never  quote  a  book  or  an  article  by 
any  author  to  which  you  do  not  actually  refer  in  your 
own  contribution. 

After  this  historical  introduction  in  which  you 
show  what  was  known  about  the  subject  before  you 
made  your  own  investigation,  you  proceed  to  the 
main  and  most  important  part  of  your  paper.  This 
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will  consist  of  a  detailed  account  of  your  own  labors, 
giving  your  observations  and  the  methods  by  which 
you  carried  on  your  researches.  Let  this  part  of 
your  paper  be  as  long  or  as  short  as  may  be  neces- 
sary to  communicate  every  single  fact  which  you 
have  found — this  part  will  contain  the  meat  for  your 
work.  Let  it  be  accurate,  absolutely  true  to  nature, 
and  let  it  be  illustrated,  if  figures  or  diagrams  will 
add  to  the  clearness  of  the  description  or  to  the  lucid- 
ity of  the  demonstration.  After  having  completed 
your  scientific  description  and  after  having  given 
your  complete  findings,  the  conclusions  should  fol- 
low. 

These  must  be  drawn  from  the  premises  or  facts 
as  you  found  them.  You  should  then  state  in  what 
your  research  differs  from  or  corroborates  the  con- 
clusions which  were  held  by  scientists  in  the  past. 
If  your  work  has  been  successful  in  advancing  our 
knowledge  a  step  forward  you  will  have  the  duty 
and  the  pleasure  of  calling  attention  to  it.  Finally, 
it  will  be  a  gracious  act  on  your  part  to  express 
thanks  to  any  teacher  or  fellow  who  may  have  ren- 
dered you  assistance  in  your  research.  Be  sure  also 
to  mention  the  institute  or  laboratory  or  hospital  in 
which  your  work  was  done.  If  the  work  was  done 
in  your  own  laboratory  or  in  your  private  practice 
be  sure  to  str.te  this  to  have  been  the  case. 

I  desire  to  impress  upon  you  that  not  the  matter 
alone  but  the  manner  of  its  presentation  will  largely 
influence  its  appreciation  by  the  profession.  An 
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article  or  a  book  which  is  clumsily  written,  though 
it  contain  somewhat  of  scientific  truth,  may  fall  flat 
and  be  overlooked.  An  article  which  adds  artistic 
and  literary  finish  to  its  scientific  nucleus  will  always 
be  sure  of  attracting  its  full  quota  of  notice  from 
the  scientific  world  and  will  receive  very  favorable 
notice  from  the  critics  and  reviewers.  You  may  be 
fortunate  enough  to  have  your  paper,  book,  mono- 
graph, or  whatever  form  your  contribution  may 
have  taken,  translated  into  a  foreign  language  or 
reviewed  by  contemporary  scientific  or  medical  jour- 
nals. These  reviews,  or  translations,  or  perhaps 
quotations,  will  be  gratifying  to  the  author  exactly 
in  proportion  to  the  standing  of  the  scientist  who 
quotes  the  work.  And  if  the  quotation  be  made,  to- 
gether with  approving  and  confirming  words  in  the 
text  and  by  a  writer  personally  unknown  to  the  orig- 
inal contributor,  the  latter  may  justly  be  encouraged 
to  further  research. 

Eemember  that  to  the  artistic  and  literary  merit 
of  the  contribution  will  be  due  a  large  part  of  its 
success.  Therefore  don't  hurry.  In  giving  the 
anamnesis  of  a  case  or  a  series  of  cases  let  all  data 
be  complete.  Give  facts;  let  the  reader  exercise 
judgment. 

Do  not,  for  instance,  explain  away  deaths  after 
hysterectomy  or  after  pyosalpinx  or  after  appendi- 
citis operations  by  pneumonia,  nephritis,  or  other 
pathological  processes.  The  pneumonia  or  nephritis 
would  probably  not  kill  the  patient  if  there  were  no 
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septic  infection.  Eem ember  that  qui  s'  excuse,  s' 
accuse — and  that  if  a  patient  enters  your  hospital 
alive  and  is  carried  out  dead  a  few  days  after  an 
operation  he  probably  died  in  consequence  of  the 
operation.  Let  it  go  at  that;  excuses  will  only  make 
things  worse.  You  did  your  duty ;  you  tried  to  save 
life,  ultra  posse  nemo  obligatur. 

A  few  words  in  regard  to  the  choice  of  the  publica- 
tion in  which  to  print  your  work.  If  the  research 
work  has  been  done  under  a  great  master  or  at  a 
great  laboratory  in  a  university,  or  in  such  a  hos- 
pital as  for  instance  Johns  Hopkins,  of  course  the 
research  will  be  published  in  the  local  bulletin  or 
transactions,  and  at  once  will  enjoy  the  entree  into 
the  scientific  world.  It  is  manifestly  impossible  to 
designate  by  name  the  most  suitable  vehicle  for  a 
future  publication.  But  I  will  say  this :  do  not  con- 
tribute to  any  weekly,  monthly,  or  quarterly  publi- 
cation of  which  it  is  clear  to  every  enlightened  mem- 
ber of  our  profession  that  it  is  merely  a  commercial 
enterprise.  In  order  that  I  may  not  be  misunder- 
stood I  say:  avoid  trade  journals  or  such  as  are 
owned  and  published  by  pharmaceutical  or  patent  or 
proprietary  medicine  houses.  It  is  possible  to  find 
a  good  article  in  a  trade  journal,  but  even  if  a  blind 
chicken  does  now  and  then  find  a  grain  of  wheat,  the 
grain  of  wher.t  may  be  badly  tainted  or  even  rotten, 
because  of  its  putrid  or  unsavory  environments.  An 
article  in  one  of  these  journals,  if  it  recommend  some 
special  preparation,  will  always  be  regarded  with 
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suspicion,  and  its  author  runs  -the  risk  of  placing 
himself  in  an  oblique  light,  be  he  ever  so  honest. 

If  an  article  is  intended  to  reach  only  a  limited 
number,  of  a  special  department,  of  course  you  will 
choose  a  special  journal.  But  if  the  subject  is  of 
more  general  interest,  I  am  giving  good  advice  in 
recommending  one  of  the  large  weeklies.  Both  the 
latter  and  some  of  the  monthlies  have  been  recently 
much  improved  in  regard  to  value  of  scientific  re- 
ports as  well  as  of  editorial  work.  American  week- 
lies and  monthlies  will  never  equal  the  European  un- 
til contributors  are  liberally  paid  for  their  work,  a 
thing  much  to  be  desired  by  the  entire  medical  world. 
The  same  is  true  of  professors  in  medical  colleges. 
These  latter  will  always  be  of  inferior  quality  until 
the  teachers  are  paid  good  living  salaries,  so  that 
the  work  of  teaching  in  medical  colleges  becomes 
more  important  than  the  following  of  the  practice 
of  medicine  and  surgery.  Then  the  professors  will 
have  the  exalted  scientific  standing  in  our  country 
that  they  now  have  in  Germany  and  in  France. 
There  is  also  improvement  in  this  direction  notice- 
able within  the  last  decade. 

When  once  the  immense  wealth  of  such  universi- 
ties as  Chicago  and  Harvard  and  the  endowment  of 
institutes  and  of  laboratories  for  scientific  research, 
as  we  see  them  starting  up  in  Washington  and  New 
York,  begin  to  show  results,  the  United  States  will 
soon  be  at  the  head  of  the  world  in  this  respect  also. 
Men  will  come  to  America,  as  we  in  the  past  have 
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gone  to  Europe,  for  the  best  opportunities  to  do 
original  research.  This  will  come  to  pass  during  the 
next  twenty-five  years,  and  our  children  will  enjoy 
this  American  Renaissance  of  the  twentieth  cen- 
tury. These  institutions  will  then  furnish  the  high- 
est class  of  archives,  quarterlies,  monthlies,  or 
weekly  bulletins,  in  which  to  publish  the  results  of 
our  investigations. 

Before  closing  this  chapter  on  the  subject  of  sci- 
entific contributions  to  literature,  I  think  some  expe- 
riences of  my  own  may  be  instructive  and  useful. 
My  first  two  publications  were  embryological  re- 
searches and  were  printed  in  the  Morphologisches 
Jahresbuch  of  Leipzig  and  have  been  quoted  by  every 
author  who  has  written  a  textbook  on  this  subject  in 
any  language.  This  work  was  done  in  1876.  I  must 
say  that  the  prompt  acceptation  of  these  two  mem- 
oirs was  due  to  the  fact  that  they  emanated  from 
the  laboratory  of  Gegenbaur,  who,  together  with 
Huxley  and  Haeckel,  was  the  leading  scientific  in- 
vestigator in  the  field  of  biology  in  1876.  After  re- 
turning to  America  to  practice  surgery  my  contribu- 
tions to  its  literature  have  been  very  numerous,  and 
I  will  relate  a  few  of  my  most  curious  experiences. 
Soon  after  my  return  I  was  consulted  by  a  girl  of 
seventeen  years  about  a  tumor  in  her  tongue  which 
was  rapidly  growing  and  completely  filling  the 
mouth.  It  bulged  out  upon  the  back  of  the  tongue 
as  large  as  a  walnut  and  also  bulged  the  floor  of 
the  mouth  downward  so  as  to  make  a  round  ball  be- 
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low  the  chin  and  above  the  hyoid  bone.  I  removed 
it  through  a  median  incision.  It  proved  to  be  a 
genuine  struma  or  goitre  situated  entirely  within  the 
tongue,  extending  from  the  pyramidal  process  of  the 
thyroid  gland  to  the  foramen  cecum  on  the  back  of 
the  tongue.  The  literature  of  surgery,  searched 
very  thoroughly  by  me,  spoke  of  no  tumor  origina- 
ting in  the  thyrolingual  duct.  I  think  indeed  that 
there  were  few  if  any  surgeons  then  living  who  would 
have  known  what  this  duct  was.  I  plainly  expressed 
my  opinion  that  this  tumor  (at  least  twenty  similar 
ones  have  been  described  since)  was  developed  from 
epithelial  cells  which  were  left  in  the  track  of  the 
thyroid  gland  as  it  is  developed  from  the  primitive 
epithelium  of  the  pharynx  or  head  gut.  It  takes 
its  descent  between  the  two  halves  of  the  tongue  be- 
fore they  grow  completely  around  it  and  are  joined 
together  to  form  the  tongue.  This  observation  was 
published  in  the  St.  Louis  Medical  and  Surgical  Jour- 
nal. It  rested  there;  nothing  was  said  about  the- 
rather  interesting  and  rare  tumor  for  a  number  of 
years.  About  six  years  after  my  publication  Mr. 
J.  Bland-Sutton,  of  London,  chief  surgeon  of  the 
Chelsea  Hospital,  in  a  very  clever  work  on  tumors 
quoted  my  paper,  and  agreed  with  my  explanation 
of  the  origin  of  the  growth.  Since  then  this  peculiar 
tumor,  now  called  intralingual  goitre,  has  been  quite 
frequently  seen  and  written  about  in  all  civilized 
countries.  But  an  American  surgeon  must  be  cred- 
ited with  the  neat  little  scientific  discovery,  for  which 
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embryological  studies  made  at  Heidelberg  laid  the 
foundation.  I  can  assure  the  young  man  beginning 
the  study  of  his  profession  that  few  things  will  give 
him  as  much  satisfaction  as  to  explain  or  clear  up 
any  phenomenon,  whether  normal  or  pathological, 
which  has  hitherto  been  unexplained  or  looked  upon 
as  a  problem  or  a  curiosity  in  science. 

Among  my  earliest  contributions  to  the  art  of  sur- 
gery was  a  paper  entitled  "  Ideal  Cholecystotomy" 
it  made  a  plea  for  a  new  method  of  operation  and 
reported  a  successful  case  of  gallstones  treated  and 
completely  cured  by  the  new  operation.  Mr.  Law- 
son  Tait,  of  Birmingham,  England,  had  just  reported 
a  series  of  successful  cases  of  cholecystotomy.  His 
operation  strictly  followed  Nature's  method  of  dis- 
charging gallstones.  He  attached  the  gall-bladder 
to  the  abdominal  wall  by  sutures,  then  opened  it  and 
evacuated  the  stones  and  other  contents.  The  hole 
was  allowed  to  remain  open  and  was  drained  until  it 
closed  spontaneously  by  the  natural  healing  process. 
Nature  achieves  the  same  result  by  means  of  adhe- 
sions between  the  gall-bladder  and  the  abdominal 
wall,  followed  by  abscess  and  perforation  on  the 
belly  wall  over  the  region  of  the  gall-bladder.  This 
process  leads  to  the  formation  of  a  biliary  fistula 
which  often  discharges  for  weeks  or  months  or  for 
years.  Thus  Tait's  method  appeared  to  me  as  the 
natural  method  of  cholecystotomy,  and  the  method 
which  I  described  seemed  to  me  to  deserve  the  name 
of  "  ideal  cholecystotomy "  because  it  immediately 
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achieved  a  restoration  to  health  without  the  forma- 
tion of  a  troublesome  fistula.  I  plainly  stated  the 
indications  for  the  ideal  operation.  It  cannot  be 
performed  in  every  case ;  in  fact,  it  can  only  be  per- 
formed in  carefully  selected  cases.  But  where  it 
is  indicated  it  gives  ideal  results.  Kocher  in  the  last 
edition  of  his  operative  surgery  speaks  of  it  as  a 
most  simple  and  safe  operation! 

At  the  end  of  this  paper  I  drew  conclusions,  one 
of  which  related  to  the  function  of  the  bile.  I  set 
up  the  thesis  that  the  bile  must  be  considered  an 
excretion  and  that  it  has  little  or  no  value  as  an  aid 
to  digestion;  in  fact,  I  believed  that  there  was  no 
reliable  evidence  upon  which  to  base  the  theory  that 
the  bile  was  of  any  use  to  the  economy.  This  con- 
clusion was  based  upon  observations  of  biliary 
fistulse.  I  had  seen  several  of  months'  and  one  of 
over  twenty  years'  duration  in  which  all  the  bile 
was  discharged  and  the  subjects  of  the  fistula  in 
perfect  health. 

This  publication  was  made  in  the  St.  Louis  Weekly 
Medical  Review  about  the  year  1883.  My  doctrine 
went  unnoticed  in  medical  literature  for  about 
twenty  years.  Lately  I  have  noticed  several  voices 
in  Germany  practically  maintaining  the  same  views 
about  the  bile  that  I  published  long  ago.  I  am  fully 
convinced  of  the  correctness  of  my  view  and  believe 
that  it  will  prevail  as  soon  as  the  question  is  prop- 
erly and  carefully  investigated  by  a  physiologist  or 
a  physiological  chemist.  That  my  doctrine  had 
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passed  unnoticed  is  probably  due  to  the  fact  that  it 
was  published  in  a  surgical  memoir  which  was  not 
read  by  physiologists.  It  has  thus  escaped  being 
noticed  for  years,  and  the  lesson  which  can  be  drawn 
from  this  experience  is:  do  not  hide  or  bury  im- 
portant physiological  findings  in  medical  or  surgical 
contributions.  You  can  thus  see  that  the  selection  of 
the  proper  medium  in  which  to  publish  your  contri- 
butions may  be  of  great  importance. 

My  communications  to  surgical  literature  number 
over  one  hundred,  some  of  the  most  important  being 
in  connection  with  the  subject  of  appendicitis,  the 
large  majority  however  being  case-reports  and  re- 
ports of  operations  suggested  by  me  or  done  for  the 
first  time  by  me.  If  ever  anyone  should  conceive 
the  foolish  idea  of  writing  a  geographical  paper  on 
"the  progress  of  surgery  west  of  the  Mississippi 
Biver,"  the  records  would  show  that  the  first  opera- 
tions on  the  stomach,  the  extirpation  of  tumors  of 
the  brain,  the  liver,  the  kidney,  the  intestine,  gall- 
bladder, etc.,  were  done  by  me  in  this  territory,  and 
also  that  the  first  successful  operation  for  gunshot 
wound  of  the  abdominal  viscera  was  done  by  me  in 
this  territory.  There  is  only  one  operation  which 
I  was  the  first  in  the  world  to  do  successfully,  and 
that  was  the  Cesarean  section  in  a  case  of  placenta 
previa.  I  still  believe  that  this  operation  has  a 
future  under  certain  circumstances,  although  I  am 
aware  that  many  obstetricians  are  not  in  favor  of 
it.  And  still,  I  will  say  that,  having  to  choose  be- 
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tween  a  young  well-trained  surgeon  and  an  old  ob- 
stetrician to  deliver  a  woman  with  central  placenta 
previa,  I  would  have  the  young  trained  surgeon  do 
the  classical  Cesarean  section  in  every  instance.  It 
must  be  said  here  that,  soon  after  my  arrival  in  St. 
Louis  in  1877,  the  ablest  and  most  useful  and  busiest 
surgeon,  John  T.  Hodgen,  told  me  that  he  had  done 
sixteen  laparotomies,  and  said  he,  pointing  north- 
ward, "I  have  fifteen  tombstones  to  show  for  them." 
Another  surgeon  (perhaps  the  next  in  prominence) 
in  Missouri  told  me  that  laparotomies  could  not  be 
done  successfully  in  the  Mississippi  Valley,  as  he 
believed  climatic  conditions  to  be  unfavorable.  You 
will  understand  that  in  those  times  the  technic  of 
antisepsis  was  only  poorly  understood  and  asepsis 
was  unknown.  I  was  among  the  first  to  adopt  and 
teach  asepsis  and  wrote  a  paper  on  "The  Best 
Method  of  Practical  Antisepsis  and  Asepsis, "  which 
did  much  to  popularize  the  method  in  the  United 
States.  We  nlay  assume  that  at  the  present  day 
no  surgical  operation  is  done  without  an  attempt  to 
be  as  aseptic  as  is  possible  under  the  surrounding 
conditions.  The  time  is  not  far  away  when  no  pre- 
meditated operation  will  be  performed  except  in  a 
properly  equipped  operating-room.  In  fact,  I  think 
this  rule  is  now  generally  observed  where  such  a 
place  is  not  too  distant  or  inaccessible.  Operating- 
rooms  which  can  be  made  clean,  by  sterilization  in 
some  of  its  forms,  are  springing  up  even  in  small 
country  towns.  There  are  no  more  doubting 
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Thomases;  the  doctrine  of  surgical  cleanliness  is 
universal — in  fact,  there  are  no  dissenters.  Thrice 
happy  the  profession  of  which  it  can  be  said:  it  is 
united,  at  least  upon  this  the  most  important  of  its 
foundations.  The  modern  edifice  of  surgical  art 
rests  solidly  on  this  impregnable  scientific  base. — 
A.  C.  B. 


CHAPTEE  XXV. 
SCIENCE  AND  SUEGEEY. 

About  ten  years  ago,  a  new  chancellor  was  called 
to  a  western  university,  and  after  residing  in  the 
city  for  a  few  months,  during  which  time  the  re- 
organization of  the  medical  department  kept  him 
busy,  he  publicly  announced  that  many  of  the  west- 
ern physicians  did  not  know  what  science  meant. 
This  statement  caused  discussion  and  some  ill-feel- 
ing among  physicians,  but  there  is  no  doubt  that 
the  chancellor  was  right.  In  order  to  give  medical 
students  and  physicians  a  clear  idea  of  the  meaning 
of  science  the  following  thoughts  on  the  subject  may 
be  here  expressed: 

The  definition  of  science  found  in  most  dictionaries 
is:  "Science  is  knowledge,"  or  "science  is  clas- 
sified knowledge. ' ' *  "While  these  definitions  are 
perhaps  correct,  they  do  not  give  a  complete  idea 
of  what  the  term  science  means  or  of  its  scope. 

Science  is  not  only  the  grandest  and  most  impor- 
tant thing  on  earth,  but  it  deserves  our  reverence 

xln  this  connection  permit  me  to  recommend  to  all  physicians  who  desire 
to  rank  above  the  common  herd,  the  study — yes,  the  intense  and  diligent 
consideration — of  the  small  volume  by  Herbert  Spencer  called  "First  Princi- 
ples." It  is  the  best  introduction  to  science  that  I  know  of  and  can  be 
mastered  by  any  one  having  the  qualifications  necessary  to  become  a  useful 
*  surgeon. 

252 


SCIENCE   AND   SURGERY.  253 

and  culture  more  than  any  god  that  mankind  has 
ever  worshiped  or  any  idol  deified  in  the  past.  A 
better  definition  than  the  two  given  is  as  follows : 
Science  is  the  knowledge  of  the  laws  which  govern 
this  universe. 

Science  is  still  very  incomplete  because  we  do  not 
know  all  the  rules  upon  which  Nature,  or,  if  you  like 
a  plain  English  word  better,  upon  which  the  world 
works.  In  "fact,  we  know  but  a  small  part  of  the 
rules  or  laws  of  Nature,  but  we  are  learning  more  of 
them  as  science  grows.  Science  is  truth;  anything 
which  is  proved  untrue  cannot  be  scientific.  An 
author  or  a  textbook  may  make'  certain  statements, 
which  are  supposed  to  be  true.  The  author  of  the 
textbook  believes  them  to  be  true,  but  that  does  not 
make  them  true.  Science  is  absolutely  the  opposite 
of  belief ;  it  takes  nothing  for  truth  on  anyone 's  au- 
thority or  statement.  It  requires  proof  by  demon- 
stration, and  the  proof  and  demonstration  of  a  state- 
ment must  be  open  and  possible  to  anyone  sufficiently 
skilled  and  educated  to  repeat  the  experiment  or 
demonstration  upon  which  the  statement  is  based. 
When  this  has  often  been  done  and  the  demonstra- 
tion is  found  flawless  by  different  men  independently 
of  each  other,  then  a  statement  or  a  finding  or  a 
discovery  becomes  a  scientific  fact.  It  does  not  then 
rest  upon  anyone 's  authority,  but  we  say  it  is  a  fact 
scientifically  established. 

It  is  clear  that  science  is  unfinished  as  a  whole, 
although  some  minor  fields  are  pretty  well  worked 
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up.  It  is  the  opinion  of  scientific  thinkers  that  sci- 
ence never  can  bB  completed  so'  that  no  laws  or  rules 
upon  which  the  universe  works  will  be  unknown. 
We  may  rejoice  that  this  is  true,  because  such  a  con- 
dition would  put  an  end  to  scientific  investigation. 
Eesearch,  and  in  fact  mental  effort  of  all  kinds, 
would  necessarily  cease.  On  the  other  hand,  if 
there  were  nothing  left  for  belief  and  faith,  if  there 
were  nothing  left  of  the  unknowable,  there  would  be 
no  room  for  religions  or  creeds.  Such  a  condition 
will  never  come  about;  therefore  it  is  idle  to  waste 
time  on  its  consideration. 

If  the  definition  of  science  which  I  have  given 
above  be  correct,  then  of  course  science  is  not  only 
the  most  sublime  thing,  but  also  of  the  utmost  prac- 
tical importance  and  use  to  mankind.  It  is  the  only 
thing  which  can  possibly  lead  to  an  understanding 
and  to  an  explanation  of  the  phenomena  which  we 
call  life.  Our  hope  of  ever  knowing  exactly  what 
life  is  and  how  it  was  developed  on  this  planet  lies 
in  science. 

There  is  one  other  point  I  wish  to  raise  in  this 
connection.  A  collector  of  beetles  or  butterflies  may 
be  a  scientific  man.  The  mere  collecting  of  speci- 
mens and  classifying  them  do  not  make  him  so. 
At  best  we  may  consider  him  a  useful  helper  who 
is  gathering  valuable  material  upon  which  some  sci- 
entific researcher  may  base  scientific  observations 
and  reflections,  which  may  lead  to  the  discovery  of 
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an  important  law  of  Nature  or  supply  a  missing  link 
somewhere  in  the  chain  of  scientific  knowledge. 

Thus  we  see  that  in  science  there  may  be  two  kinds 
of  laborers  of  unequal  value.  The  one  collects  facts ; 
the  other  utilizes  these  facts,  classified  or  not,  in 
order  to  base  upon  them  the  laws  and  rules  of  Na- 
ture. Both  kinds  of  work  deserve  our  help  and  our 
approval,  though  the  latter  receives  our  admiration 
in  the  higher  degree,  because  it  requires  the  higher 
intelligence  and  reasoning  power. 

Just  as  we  recognize  that  our  only  hope  of  ever 
knowing  the  laws  of  life  and  rules  upon  which  it 
works  rests  on  science,  so  do  we  recognize  that  medi- 
cine and  surgery  rest  on  science.  The  solid  founda- 
tion of  surgery  is  science,  and  our  only  regret  always 
has  been  that  the  connection  between  practical  sur- 
gery and  exact  science  is  as  yet  imperfect;  and  in- 
deed surgery  is  often  based  on  unstable,  inconstant, 
and  variable  observations  and  data.  If  the  truth 
must  be  told,  the  practice  of  medicine  and,  in  a  still 
greater  degree,  the  practice  of  surgery  are  arts. 
These  vocations  while  seeking  for  firm  scientific 
foundation  are  far  from  having  attained  this  object, 
at- the  present  time.  We  know  that  we  are  becom- 
ing more  and  more  successful  in  the  prevention  and 
cure  of  disease,  as  we  become  better  acquainted  with 
the  laws  of  Nature.  Our  hope  of  still  further  ad- 
vance rests  upon  the  progress  of  science ;  and  as  sci- 
ence discloses  more  of  the  laws  and  rules  of  Nature, 
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we  shall  become  more  scientific  physicians  and  sur- 
geons, and  our  fight  against  disease  will  become  more 
and  more  successful. 

Remember  that  science  is  truth.  Much  of  your  life 
should  be  therefore  devoted  to  the  study  of  science. 
Eemember  that  belief  and  superstition  are  the  oppo- 
sites  of  science  and  tend  to  keep  mankind  in  dark- 
ness. Science  is  light  and  truth. 

All  science  is  the  work  of  man,  and  it  has  been 
developed  by  the  brain  functions  of  man.  The  cul- 
tivation and  expansion  of  the  field  of  science  is  man's 
highest  and  noblest  function.  Let  us  remember,  for 
instance,  that  the  study  of  the  most  universal  and 
highest  questions  and  problems  of  humanity  is 
Ethics,  which  also  comes  under  the  head  of  science. 
The  clearest  work  on  Ethics  2  is  by  Herbert  Spencer. 
Remember  then  that  the  pursuit  of  scientific  work  is 
man's  noblest  occupation.  Scientific  workers  more 
than  all  others  deserve  our  sympathy  and  our  aid. 
Let  us  accord  to  them  honors  and  rewards  without 
stint.— A.  C.  B. 

2  The  Data  of  Ethics. 


APPENDIX.1 
PKEOPERATIVE  TREATMENT. 

GENERAL. 

(1)  Unless  otherwise  ordered  by  the  attending  surgeon,  all  adult 
patients  should  receive  a  purgative  on  the  evening  of  the  second  day 
before  the  operation.     This  should  be  either: 

(a)  Calomel,  gr.  %,  with  soda,  grs.  3,  hourly  until  six  doses 
have  been  taken.  To  be  followed  next  morning  by  a  saline,  such  as 
magnesium  sulphate,  1  oz.,  Pluto  water,  2  oz.,  or  (b)  castor  oil,  1  oz. 

(2)  The  day  preceding  the  operation  the  patient  should  receive, 
unless  otherwise  ordered  by  attending  surgeon,  only  light  or  liquid 
diet. 

(3)  Three  hours  before  the  time   set  for  operation  the  patient 
should  receive  a  copious  soapsuds  enema. 

(4)  Patients  to  be  operated  on  in  the  forenoon   should   receive 
no  solid  food  or  milk  for  at  least  six  hours  before  the  operation. 
Liquids,  such  as  broths  or  light  soups,  may  be  allowed  three  and  one- 
half  hours  before  operation. 

(5)  Patients    over    twenty-one    and    under    fifty    shall    be    given 
three  quarters*  of  an  hour  before  operation,  %  gr.  of  morphin  and  %2o 
gr.  of  atropin    (hypodermatically) ,  unless  otherwise  ordered  by  the 
attending  surgeon. 

(6)  For  the  twenty- four  hours  preceding  operation  patient  shall 
be  obliged  to  cleanse  teeth  and  mouth  and  gargle  throat  with  1  per 
cent  iodin  solution,  three  times  each  day,  except  in  goitre  cases,,  in 
which  liquor  antisepticus  alkalinus   (U.  S.  P.),  1  part  to  3  of  water, 
shall  be  used. 

The  mouth  and  teeth  shall  be  cleansed  and  the  throat  gargled  with 
the  same  solution  immediately  before  patient  is  placed  on  table. 

(7)  All  patients  to  be  operated  on  for  brain,  cord,  bladder,  kid- 

1  The  appended  rules  are  those  in  force  in  the  author's  service  at  St.  Louis 
University  (Rebekah)  Hospital. 
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ney,  or  bile-tract  troubles  shall  receive  urotropin,  grs.  5,  every  three 
hours  for  the  twenty-four  hours  preceding  operation. 

(8)  All  patients  to  be  operated  on  for  chronic  stomach  disease 
shall  have  the  stomach  washed  with  3  per  cent  boric  acid  solution 
until  the  solution  returns  clear.     The  stomach  shall  then  be  rinsed 
with  saline  solution.     All  this  shall  be  done  within  two  hours  pre- 
ceding operation. 

(9)  The  urine  of  every  patient  should  be  examined  on  his  en- 
trance to  the  hospital.     Unless  this  has  been  done  within  the  three 
days  previous  to  operation,  the  urine  shall  'be  examined  the  morn- 
ing of  the  day  of  operation,  and  the  urinalysis  report  shall  be  sent 
with  the  patient's  record  to  the  operating-room  along  with  the  patient. 

(10)  In  all  acute  abdominal  conditions  with  vomiting,  the  stom- 
ach shall  be  washed  as  soon  as  the  patient  enters  the  hospital,  except 
in  cases  where  the  stomach  itself  is  supposed  to  be  the  seat  of  disease. 

(11)  In  all   acute  abdominal   conditions,   patient   shall   be   given 
nothing  whatever  by  mouth,  unless  by  special  order  of  the  attending 
surgeon.     All  such  patients  shall  be  put  on  proctoclysis,  normal  sa- 
line solution,  45  drops  per  minute  till  one  pint  is  given.     It  is  then 
to  be  discontinued  and  after  two  hours  again  begun.     The  solution 
must  be  of  a  temperature  of  not  less  than  102°  F.,  or  more  than  104° 
F.,  when  it  reaches  the  rectum. 

(12)  The  patient's  bladder  should  be  emptied  immediately  before 
sending  patient  to  the  operating-room,  and  if  catheter  be  used,  the 
surgeon  shall  be  informed  of  the  fact  before  the  operation  begins. 

(13)  No  morphin  or  atropin  shall  be  given  any   patient   under 
twenty-one  or  over  fifty  without  special  order  of  the  surgeon  attend- 
ing. 

REGIONAL. 

Shaving. 

( 1 )  The  operative  field  is  to  be  shaved.  In  shaving,  the  razor  is 
never  to  be  drawn  against  the  direction  of  the  hair,  but  with  it  or 
across  it. 

FOR   OPERATION   ON   THE   TRUNK. 

(a)  In  abdominal  cases,  shave  the  whole  anterior  surface  of  the 
body  from  the  nipples  to  the  middle  of  the  thighs. 

(b)  For  operations  on  the  breast,  shave  the  anterior  and  lateral 
surfaces  of  the  affected  side  froip  the  level  of  the  ear  to  that  of  the 
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umbilicus,  also  well  over  beyond  the  nipple  line  on  the  sound  side, 
special  attention  being  given  to  the  axilla  on  the  affected  side. 

(c)  For  operations  on  the  chest  wall,  shave  the  anterior,  lateral, 
and  posterior  surfaces  on  the  side  of  the  chest  affected.     Shaving 
well  across  the  midline  both  front  and  back. 

(d)  In  kidney  cases,  shave  the  anterior  surface  of  the  abdomen 
with  the  pub'es :  the  lateral  and  posterior  surfaces  of  the  side  affected, 
from  the  level  of  the  inferior  angle  of  the  scapula  to  that  of  the  great 
trochanter. 

(e)  For  operations  on  the  neck,  the  whole  face  and  neck    (with 
the  shoulder  on  the  affected  side)  and  chest  as  low  as  the  nipples. 

(f)  For   cranium  or  brain  operations,   the   entire  head   shall  be 
shaved,  unless   otherwise  ordered  by  attending  surgeons. 

(g)  For  operation  on  the  perineum,  the  pubes,  scrotum  or  labia, 
and  the  perineum  shall  be  shaveH. 

FOB   AMPUTATIONS. 

(a)  At  the  hip,  shave  the  whole  surface  of  the  trunk  below  the 
level  of  the  umbilicus,  also  the  scrotum,  labia,  and  perineum,  with 
the  thigh  of  the  affected  side. 

(b)  In  the  thigh,   shave  the  whole  thigh  from  the  crest  of  the 
ilium  to  the  middle  of  the  leg  of  the  affected  side. 

(c)  At  the  knee,  shave  the  leg  and  thigh. 

(d)  In  the  leg,  shave  the  whole  limb  from  the  middle  of  the  thigh 
downward. 

(g)  At  the  shoulder,  shave  the  anterior,  lateral,  and  posterior 
surfaces  of  the  body  of  the  side  affected,  from  the  level  of  the  ear 
to  the  lower  margin  of  the  thorax  on  the  affected  side  with  the 
whole  arm.  Special  attention  to  be  given  to  the  axilla. 

(g)  In  the  arm,  shave  the  whole  arm  with  the  shoulder  and 
axilla. 

( h )     At  the  elbow  or  in  the  forearm,  shave  the  whole  limb. 

(1)  In  the  hand,  shave  from  the  elbow  downward. 

(j)  Of  the  fingers,  shave  from  the  middle  of  the  forearm  down- 
ward. 

Other  Preparation. 

(2)  The  area  shaved  is  next  to  be  thoroughly  washed  with  warm 
water  and  liquid  soap.     Avoid  scrubbing  with  coarse  brush,   either 
a  soft  brush  or  gauze  to  be  used  in  scrubbing.     Care  must  be  taken 
not  to  abrade  the  skin. 
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After  having  been  well  washed,  the  surface  is  rinsed  with  sterile 
water,  and  dry  sterile  dressing  is  applied. 

(Note)  The  shaving  and  washing  are  to  be  done  either  the  evening 
before  or  the  morning  of  the  operation,  as  convenient. 

(Note)  The  above  rules  apply  to  adults.  In  the  case  of  children 
or  infants  the  attending  surgeon  shall  be  asked  concerning  the  admin- 
istration of  urotropin,  morphin,  and  atropin,  or  any  other  drug;  and 
for  special  directions  in  regard  to  shaving. 

(Note)  In  preparing  patient,  should  any  lesion  be  found  on  the 
skin,  especially  on  the  skin  of  the  area  to  be  prepared,  the  surgeon 
should  be  notified,  and  his  directions  asked. 


POSTOPERATIVE  TREATMENT. 

Position  of  Patient. 

In  lifting  and  laying  patient,  the  head  is  to  be  kept  low,  unless  in 
case  of  abdominal  or  pelvic  suppuration,  when  the  chest  and  head 
are  always  to  be  kept  at  a  higher  level  than  the  hips.  The  same 
shall  apply  when  the  patient  is  placed  in  bed.  The  body  and  limbs 
of  the  patient  are  to  be  kept  well  wrapped  in  woolen  blankets,  and 
the  head  to  be  surrounded  by  towel  as  the  patient  is  transported 
from  the  operating-room  to  bed. 

Treatment  of  Shock. 

The  patient  should  be  put  in  bed  between  woolen  blankets,  and  hot- 
water  bottles  to  be  applied.  The  temperature  of  the  hot-water  bottles 
must  not  be  lower  than  105°  F.,  or  higher  than  120°  F.  They  should 
be  separated  from  the  skin  by  woolen  wrappings  or  woolen  blankets, 
and  the  bottles  are  to  be  continuously  in  use  until  the  patient  reacts 
from  shock.  For  shock,  neutral  camphorated  oil,  drops  30,  may  be 
given  hypodermatically  every  half  hour.  The  head  must  be  kept  low. 

Proctoclysis. 

Immediately  on  being  put  in  bed,  proctoclysis  of  normal  saline,  45 
drops  per  minute,  is  begun  and  continued  for  three  hours;  when  it  is 
discontinued  for  an  hour,  and  again  begun.  In  this  manner  proctoc- 
lysis is  kept  up,  until  ordered  discontinued  by  the  surgeon  or  until 
no  longer  tolerated  by  the  patient.  In  brain,  cord,  bladder,  kidney, 
and  bile-tract  operations,  urotropin,  30  grs.,  is  added  to  the  first 
pint. 
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Sweating. 

If  severe  sweating  occur,  give  atropin  sulphate,  gr.  %2o>  hypo- 
dermatically.  The  skin  should  be  rubbed  with  dry  towels,  taking 
great  care  not  to  uncover  patient  while  this  is  being  done. 

Pain  and  Restlessness. 

If  patient  be  in  great  pain  or  over-restless,  morphin  sulphate,  gr. 
I/Q,  may  be  given,  hypodermatically. 

Position  of  Body. 

In  all  cases  in  which  pus  has  been  evacuated  from  the  lower  part 
of  the  abdomen,  the  pelvis  and  hips  are  to  be  kept  lower  than  the 
chest  and  head.  This  is  accomplished,  either  by  raising  the  head 
of  the  bed  at  least  two  feet  higher  than  the  foot,  or  by  raising  the 
patient  on  the  bed-rest  to  a  half-sitting  position.  In  either  case,  a 
bolster  or  sheet  is  utilized  to  prevent  patient  from  sliding  down. 
No  patient  is  to  be  raised  to  the  half-sitting  position,  or  is  the  head 
of  the  bed  to  be  elevated  until  the  reaction  from  the  shock  has  set  in, 
and  should  the  pulse  go  up  or  the  patient  become  faint,  the  head 
must  be  lowered  at  once. 

Liquids  and  Nourishment. 

Nothing  whatever  is  given  by  mouth  for  at  least  three  hours.  The 
mouth  may  be  rinsed  with  water,  or  water  and  lemon  juice,  at  the 
pleasure  of  the  patient.  After  three  hours  hot  water  (at  120°  F.) 
may  be  allowed  in  1  oz.  doses  every  half  hour.  If  this  is  not  borne, 
give  the  patient  8  oz.  of  hot  water  to  encourage  vomiting.  Repeat 
this  in  one-half  hour  if  there  be  any  nausea.  If  nausea  still  continue, 
this  is  to  be  again  repeated.  Should  patient  refuse  to  drink  water, 
the  stomach  may  be  washed  until  the  solution  returns  clear  and  free 
from  mucus.  An  hour  after  nausea  has  ceased,  patient  may  be  given 
water  ad  libitum. 

No  liquid  nourishment  of  any  kind  is  to  be  given  for  at  least  eight 
hours,  then  only  if  nausea  have  ceased.  Patients  on  liquid  diet  are 
not  to  be  given  milk  without  special  order. 

(Note)  In  operating  on  the  stomach  or  intestines,  special  orders 
with  regard  to  the  giving  of  water  or  liquid  nourishment  shall  be 
given  by  the  surgeon  in  charge. 

Pulse. 

Pulse  should  be  watched  and  recorded  every  five  minutes  until 
reaction  has  set  in.  If  the  pulse  should  continue  to  rise,  or  should 
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a  falling  pulse  rise  again,  the  head  of  the  bed  should  be  lowered,  and 
the  surgeon  should  be  notified  at  once. 

Temperature. 

The  temperature  should  be  recorded  every  three  hours  during  the 
first  three  days,  and  every  six  hours  thereafter  until  convalescence, 
or  until  ordered  discontinued  by  the  surgeon  in  charge.  Should  the 
temperature  rise  more  than  2  degrees,  the  surgeon  shall  be  notified 
thereof  as. soon  as  possible.  Should  patient's  temperature  be  sub- 
normal, hot  bottles  as  described  should  be  used. 

Respiration. 

Respirations  should  be  recorded  with  the  pulse.  Should  the  rate 
rise  to  40  or  more  per  minute,  }&  of  a  grain  of  morphin  sulphate  may 
be  given  hypodermatically,  providing  morphin  has  not  already  been 
administered  within  the  past  four  hours ;  also  the  surgeon  should 
be  notified.  Should  the  rate  fall  below  normal  or  become  irregular, 
3^0  of  a  grain  of  strychnin  sulphate  may  be*  given,  hypodermatically, 
and  the  surgeon  should  be  notified. 

Dyspnea. 

Should  the  patient  have  an  attack  of  dyspnea,  he  may  be  set  up 
in  bed  with  back-rest,  unless  this  cause  faintness,  and  the  surgeon 
should  be  notified  at  once. 

Acute  Dilatation  of  Stomach. 

Should  symptoms  of  acute  dilatation  of  the  stomach  arise,  as 
shown  by  belching,  distention,  nausea,  and  discomfort,  notify  the  sur- 
geon at  once,  wash  out  the  stomach  until  the  solution  returns  clear, 
and  turn  the  patient  on  the  abdomen. 

Soiled  Dressings. 

In  case  blood  should  appear  on  the  outer  dressing  or  ooze  from 
under  the  same,  note  the  character  of  the  pulse  and  appearance  of 
the  patient,  and  if  these  vary  from  the  normal,  notify  the  surgeon; 
if  net,  change  the  outer  dressings  at  once. 

Changing  Position  of  Patient. 

Ordinarily  patients  are  placed  in  bed  in  a  supine  position  with 
a  small  pillow  under  the  loin  and  a  large  pillow  under  the  knees; 
a  small  pillow  to  be  placed  under  the  head.  After  ordinary  clean 
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operations,  where  special  position  for  drainage  is  not  required,  the 
patient  may  be  allowed  to  turn  on  side  at  his  pleasure. 

Prevention  of  Postoperative  Pneumonia. 

After  all  operations  on  the  mouth,  throat,  neck,  chest,  and  upper 
part  of  abdomen,  unless  otherwise  ordered  by  the  surgeon  or  unless 
it  cause  vomiting  or  weak,  rapid  pulse,  patient  should  be  set  up  in  bed 
with  a  back-rest  within  four  hours  after  the  operation.  It  is  not 
necessary  to  keep  the  patient  continuously  in  this  position.  Patient 
may  be  allowed  to  lie  down  when  tired  but  should  be  again  set  up 
when  rested. 

Use  of  Rectal  Tube. 

If  patient  complain  of  abdominal  distention,  the  rectal  tube  should 
be  inserted.  If  this  does  not  relieve,  4  oz.  of  milk  of  asafetida  with  8 
oz.  of  soapsuds  may  be  given  as  a  high  enema.  Should  there  be 
nausea  with  distention  and  dry  tongue,  notify  the  surgeon. 

Bowel  Movement. 

If  patient  be  doing  well,  bowel  is  moved  by  a  soapsuds  enema  the 
morning  of  the  third  day  after  operation,  and  if  need  be,  every  day 
thereafter  during  convalescence.  No  purgative  is  to  be  given  unless 
by  order  of  the  surgeon. 

Urine. 

The  first  urine  passed  after  the  operation  must  be  examined  for 
acetone,  albumin,  sugar,  diacetic  acid,  casts,  and  cells.  If  no  urine 
be  passed  for  eight  hours  after  operation,  surgeon  shall  be  notified. 


RULES  FOR  DRESSING  PATIENTS. 

Dressing-trays  should  be  provided,  and  each   dressing-tray  should 
be  kept  furnished  with  the  following  articles : 

Sterile  package  of  cotton,  sufficient  for  one  dressing. 

Sterile  package  of  gauze,  sufficient  for  one  dressing. 

Sterile  cotton  balls,  in  sterile  jar. 

Bandages  of  gauze  or  muslin,  1,  2,  2^,  or  3  inches. 

Crinoline  bandages,  2%  or  3  inches. 

Alcohol,  95  per  cent. 

Subiodid  of  bismuth  powder,  in  shaker. 

lodoform  powder,  in  shaker. 
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Talcum  powder,  in  shaker. 

Balsam  of  Peru. 

Stick  of  lunar  caustic. 

Bandage  scissors. 

Wooden  tongue  depressors. 

Wooden  applicators. 

The  surgeon  will  so  time  his  dressing  as  to  not  interfere  with  the 
meal  time  of  the  patient. 

The  nurse  in  charge  of  the  patient,  at  the  request  of  the  surgeon, 
shall  prepare  to  do  the  dressing.  She  shall  ask  what  solution  the 
surgeon  wishes  to  use,  and  on  being  informed,  shall  place  on  the 
dressing-tray  at  least  one  quart  of  such  solution.  She  shall  sterilize 
and  prepare  the  following  instruments: 

1  pair  of  surgical  scissors. 

2  pairs  of  dissecting  forceps. 
1  probe. 

1  two-ounce  glass  irrigating  syringe,  and  such  other  instruments 
as  the  surgeon  may  specify. 

All  shall  be  brought  in  sterile  receptacle  and  placed  on  the  dressing- 
tray.  If  it  be  necessary  to  place  any  of  these  articles  on  the  small 
table  by  patient's  side,  the  said  table  shall  be  first  covered  with 
sterile  towels.  Next,  all  windows  or  doors,  through  which  drafts 
blow  over  the  patient,  must  be  closed  before  the  dressing  is  com- 
menced, and  when  necessary,  a  screen  shall  be  placed  about  the  bed 
or  around  the  patient,  as  the  case  may  be. 

In  the  event  of  dressing  having  to  be  done  at  night,  the  nurse 
shall  arrange  the  drop-light.  When  all  is  ready  for  the  dressing, 
the  nurse  shall  cut  the  bandages,  and  remove  bandages  and  outer 
dressings.  She  shall  then  furnish  the  surgeon  with  sterile  towels 
to  place  around  the  part  to  be  dressed.  When  the  dressing  is  con- 
cluded, unused  gauze  or  cotton  is  to  be  sent  to  the  sterilizing-room 
to  be  resterilized. 

KECORDS. 

A  complete  record  shall  be  kept  from  the  time  of  admission  till 
the  discharge  of  the  patient.  This  record  shall  be  kept  by  the  nurse, 
in  charge  of  the  patient,  who  will  be  held  responsible  for  the  ac- 
curacy, cleanliness,  and  neatness  of  the  record. 

Night  records  are  kept  in  red  ink.  Day  records  in  blue  or  black 
ink. 
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Events  are  to  be  recorded  as  they  occur,  or  as  soon  as  possible 
thereafter,  with  the  time  of  their  occurrence. 

The  following  are  the  chief  items  to  be  recorded,  but  any  item  of 
interest  regarding  the  patient  is  to  be  recorded  also: 

(1)  The  hour  of  admission,  the  manner  of  admission    (stretcher, 
chair,  or  walking).     The 'complaints  of  the  patient. 

(2)  Pulse,  respiration,  and  temperature  are  to  be  recorded    (in 
their   proper   columns)    at   the   time   of   admission    (before   bath   is 
given),  and  after  at  the  hours  of  8:00,  4:00,  and  12:00,  except  when 
otherwise  ordered  by  the  surgeon  in  charge.     Anything  peculiar  in 
character  of  pulse  or  respiration  to  be  noted  in  column  headed  "Re- 
marks." 

(3)  Record  to  be  made  of  all  food  or  liquid  taken  by  patient,  and 
the  measured  amount  of  liquid  in  cubic  centimeters  recorded. 

(4)  Record  is  made,  in  proper  column,  of  the  amount  of  urine 
voided  or  drawn  per  catheter,  and  in  the  column  headed  "Remarks" 
mention  shall  be  made  of  its  character  and  whether  it  was  voided 
or  obtained  per  catheter. 

(5)  Stool:   record  shall  be  made  of  the  bowel  movement,  and  in 
column  headed  "Remarks"  description  of  stool  shall  be  recorded. 

(6)  Record  shall  be  made  of  surgeon's  visits  and  of  his  orders, 
if  any. 

(7)  Record  shall  be  made  of  each  dressing  or  treatment  and  by 
whom  done  or  given;  and  the  character  of  any  discharge  on  dressings 
or  elsewhere. 

(8)  A  separate  sheet  shall  be  attached  bearing  a  record  of  the 
urinalysis.     A  complete  urinalysis  shall  be  made  within  twenty-four 
hours  after  admission  of  the  patient. 

(9)  A  twenty-four-hour  summary  shall  be  made  by  the  day  nurse 
at  the  end  of  the  night  record,  and  therein  shall  be  recorded : 

(a)  Highest  pulse,  temperature,  and  respiration. 

(b)  Lowest  pulse,  temperature,  and  respiration. 

(c)  The  amount  of  liquid  taken. 

(d)  The  amount  of  liquid  voided. 

(e)  Whether  the  bowel  moved. 
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Abdomen,  blows  on  the,  166 
examination  of  the,   164 
palpation  of  the,   199 
tenderness    of   the,    164 
wounds  of  the,  gunshot,   166 
penetrating,    49 
stab,   166 
Abdominal  surgery,  general,  163- 

169 
postoperative    treatment    in, 

167-169 
tumors,   166 

wall,  abscess  near  an,  .53 
Abscess,  53-57 
anal,  237 
bacterins  for,  55 
Bier  treatment  for,  57 
brain,  55,   128 
cerebral,   128 
cervical,    149 
drainage  in,   56,  61 
exploring  needle   in,   55 
femoral,   57 
fistula  in,  56 
gluteal,    57 

Hilton's  method  in,  55 
hyperemia  in,  57 
in  the  neck,  146 
in  the  thigh,  57,  114 
incision  in,  56 
intracranial,    137 
ischiorectal,  237 
lactation,   158 
liver,   183 
mammary,    158 
metastatic,  55 

after    suppuration    in    bones 

and  joints,  70 
near  a  joint,  53 

a  large  artery,  53 
of  abdominal  wall,  53 
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Abscess — con  t'd. 
of  breast,  56 

chronic,    160 
of  mouth,  144 
of  walls  of  veins,  55 
opening  of,   54 
palmar,   56,    104 
perinephric,   188,  232 
peritonsillar,   143 
pointing  of,  54 
prostatic,  226 
psoas,   209 
pus  in,  54 
pyemia  in,  55 
renal,   165 

retropharyngeal,    144,    146 
sinus  in,  56 
tubo-ovarian,    218 
Acetate    of    aluminum    on    dress- 
ings,  63 
Accidents     following     operation, 

23,  24 

Adenoids,  removal  of,  141 
Adhesions,  breaking  down,  75 
Adrenalin    chlorid    for    local    an- 
esthesia,  41 
in  shock,  45 
Alcohol  in  syphilis,  66 
pack  for  dressing,  63 

gangrene  from,  63 
Amputations,    116-120 
at  hip,  118 

disarticulation   in,   118 
drainage  in,  119 
flaps  in,  116,  117 
for   crushed   fingers   or   hands, 

104 
for  gangrene,  58 

arteriosclerotic,  118 
of  foot,   119 
of  hand,  116 
of  legs,  118,  119 
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Amputation — cont'd. 

shaving  for,  259 

suturing  in,    119 

through  a  phalanx,   116 
Analgesia,  spinal,  41,  42 
Anesthesia,  35 

administration  of,  35,  36 

adrenalin   chlorid   in,   41 

amount  of,  38,  40 

atropin  for,  37 

chloroform  for,   37,    38 

cocain  for,  41 

contraindications  to,  39 

dangers  of,  39 

death  from,  23,  29 

degeneration      of      nerve-fibers 
in,  42 

ether  for,   38 

ethyl   clorid  for,   40 

failure    of   respiration    in,    36 

fear  in,   36 

in  exophthalmic    goitre,     152 

in  fractures,  80 
of  the  femur,   84 
of  the  lower   jaw,   85 
of  the  nose,  85 

in  infections  of  the  hand,   103 

in  peritonitis,   193 

in  thoracotomy,    157 

insufflation,      in      intrathoracic 
affections,   1581 

intravenous,  43 

local,  40 

morphin  for,   36,   37 

nerve-blocking  in,  42 

nitrous    oxid    and    oxygen    for, 
39 

novocain  for,  41 

physical   examination  for,    36 

postoperative      pneumonia      in, 
38 

Schleich's  infiltration,  42 

shock  in,  36 

talking  to  patient  in,  37 

use  of  needle  in,  42 

vomiting  in,   40 
Anesthetist,  35 
Aneurysm,   53 

of  the  .aorta,   121 

Antyllus'  method  for,   121 
Matas'   method   for,    121 
Angina,  Lud wig's,  54,  139,   140 


Ankle,  sprained,  111 
Ankylosis   of  joints,   76 
Antiseptics  for  burns,  51 

in  dressings,  63 

use     of     strong,     to     scrotum, 

anus,  or  vulva,  33 
Antitetanic     serum     in     wounds, 

47 

of  foot,   109 
Antrum,    diseases   of    the,    137 

empyema  of  the,  139 

inflammation   of  the,    133 
Antyllus'   method   for   aneurysm, 

121 

Anus,  artificial,  238 
Appendicitis,   185-190 

acute,    185-189 

cause  of  peritonitis,   185 

chronic,    190 

diagnosis  of,   188 

drainage  in,   189 

expectant    treatment    in,    186 

interval  operation  in,   187 

purging  in,  185,  187 
Ardor  urinse,  165 
Argyrol      for      gonorrheal      con- 
junctivitis,   134 
Arm,  fractures  of  the,  90,  91 
Arteries,   embolism  of,    122 

hemorrhage  of,   124 

ligation  of,   123,   124 
of  neck,   145 

surgery   of,    121-125 
•suturing  of,    122 
Arteriosclerotic   gangrene,    58" 
Artery,  abscess  near  a,  53 
Arthritis,  70 

chronic,  75 

ankylosis  in,   75 
Artificial  anus,  238 

limbs,   118 

respiration    in   shock,   45 
Ascites,  199 
Asepsis,   11 

in  fractures,  79 
Aspiration,    156,    157 
Assistants,    preparation    of,    for 

operations,  33 
Atropin   for  anesthesia,   37 
Aural  polypi,   137 
Autopsies,  attendance  at,  13 


INDEX. 


269 


Avoidance   of   gruesome   pictures 

or  appliances,   20 
words,  21 

B 

Bacterins    after    surgery    of    the 

head,   128 
for    abscess,    55 
for   gonorrhea,   223 
Balsams   in  gonorrhea,  224 
Bandaging  in  breast  operations, 

161 
in  fractures,   81 

of  the   lower   jaw,   86 
of  the  thigh,  115 
Bartholin's    glands,    chronic    in- 
flammation  of,   214 
suppurating,  214 
Bazin's   disease,    113 
Bedsores     in     fractures     of     the 

spine,  87 
Belly-ache,   164 
Bier's      intravenous      anesthesia, 

43 
treatment   in   abscess,   57 

in   dislocation  of  wrist,    106 
Bile-tract    cancer,   179 
Bites,  animal,  47 
dog,  47 
snake,  47 

Bladder,  operations  in,  216 
overdistended,   230 
ruptured,  230 
surgery  of,  229-231 
Blood   examination   in   acute    in- 
flammatory      conditions 
of  the  abdomen,   163 
in      chronic      lymphadenitis, 

148 

in  shock,  45    t 
loss    of,    avoid    in    weak    and 

broken-down,    17 
who  bear  it  badly,  15 
pressure    taking,    before    anes- 
thesia, 36 
in     operations     on     skull, 

128 

Boasting,  16 
Bone,  necrosis  of,  71 
Bones  and  joints,  metastatic  ab- 
scesses    after     suppura- 
tion in,  70 


Bones  and  joints — cont'd. 
surgery  of,  70-77 
tuberculosis  of,  73,   74 
rest  in,  73,  74 
tuberculin  in,  74 
wounds    and     infections    of, 

71 
Bougies,    use    of,    in    esophageal 

stricture,  150 
Brain  abscess,  55,  128 

gunshot  wounds  of  the,  129 
Branchial  fistula,   147 
Breast,  abscess  of  the,  56 

chronic,   160 

carcinoma  of  the,   160,   161 
cyst  of  the,   160 
hypertrophy   of   the,    159 
surgery   of   the,    158-162 
Bromids      in     fracture     of     the 

skull,    84 
Bronchi,    foreign    bodies    in    the, 

146 

Bunions,   111 
Burns,  50 

antiseptics  for,  51 
Carron-oil  for,  51 
contractures   in,   51 
dressings  in,  51 
ether  for,  51 
morphin  for,  50    . 
ointments  for,  51 
open  method  in,  51 
pain  in,   50 
prognosis  in,  52 
saline  fur,   50 
salves  for,  51 
scars  of,  51 
shock  in,  50 
skin-grafting   in,    52 
Bursse  of  the  neck,  147 
surgery  of,   69 
near  a  joint,  69 
tubercular,  69 


Cachexia  in  syphilis,  68 
Cammidge   reaction,    165 
Cancer,  bile-tract,    179 
of  the  liver,   182 
of  the  mouth,   1381 
of  the  pancreas,    180 
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Cancrum  oris,  139 
Carcinoma    of    the    breast,    160, 
161 

of  the  cervix,  216 

of  the  mouth,   140 

of  the  neck,   148 

of  the  rectum,  237,  238 

of  the  stomach,    170,    171 

of  the  tongue,  142 

of  the  uterus,  -216 
Caries,  cervical,   149 
Carron-oil  for  burns,  51 
Cathartics,    avoid,    in   weak    and 
broken-down,   17 

use  of,  before  operations,  32 
Catheter  ization,    215,    224,    225, 

231 

Cellular  emphysema,  146,  149 
Cephalhematoma,   127 
Cervical   abscess,    148 

caries,   148 

Cervix,  carcinoma  of  the,  216 
Chalazion,  inflamed,  134,  135 
Chancre,  223 

Chest,    gunshot   wounds    of    the, 
155 

penetrating  wounds  of  the,  49, 

155 

Chilblains,   110 
Chloroform    for    anesthesia,    37, 

38 

Cholecystotomy,   247 
Circumcision,  224 
Cirrhosis  of  the  liver,  199 

syphilitic,   182 

Clavicle,  fractures  of  the,  90 
Cleft-palate,   138,   143 
Clinics,   visiting,    14 
Club-foot,  109 

Cocain  for  local   anesthesia,  41 
Coccygodynia  in  fractures  of  the 

pelvis,   90 
Coley's    fluid    for    nasal    polypi, 

134 
Colic,    164 

renal,  233 

Colles'  fracture,  92,  93,  106 
Complications  of  fractures  of  the 

nose,   85 

Confidence     necessary     for     sur- 
geon,  24 

Congenital  syphilis,   66,  67 
Conjunctivitis,    gonorrheal,    134 


Consent    of    husband    or    guar- 
dian  for   operation,   21 

of  patient  for  operation,  21 
Constipation,   235 
Contractures,  chronic,  75 

in  burns,  51 

Volkmann's,    in   fractures,   81 
Contributions        to        literature, 

scientific,    239-251 
Corns,  110 

gangrene  from  paring,   111 
Cotton  far  dressings,   62 
Craniotomy   in    fractures   of   the 

skull,  84 

Crepitus   in  fractures,   80 
of  ribs,  88*,  89,   155 
of  the  femur,   93 
Curettement,  213 
Curvature  of  spine,  74 
Cystic  goitre,  152 

swellings  of  the  scalp,  127 
Cystitis,  215 

in  fractures  of  the  spine,  87 
Cystocele,   214 
Cysts,   branchial,    147 

hydatid,   179 

of  the  liver,  183 

in  the  neck,    147 

of  the  breast,   160 

of  the  face,  sebaceous,   131 

of  the  thyroglossal    duct,    147 

ovarian,   219 


Dactylitis,   101 

Death  following  anesthetics,   23, 

39 

operations,  23,  24 
Decompression   operation  for   in- 
tracranial  pressure,   130 
Deflected  septum,  133 
Delayed  shock,  45 
Delirium   tremens,    17 
Deltoid  paralysis,   107 
Diagnosis     necessary     for     sur- 
geons,   11 

Dilatation  of  stomach,  acute,  262 
Disarticulation    in    amputations, 

118 
Dislocations,  98-115 

complicating  fractures,-  80 
compound,   100 
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Dislocations — cont'd. 
of  elbow,   98 
of  foot,   108 
of  forearm,    106 
of  hand,   101 
of  hip,    100 
of  humerus,   98 
of  jaw,    101 
of  spine,  99 
of  thumb,  99 
of  wrist,   105 

Bier's  hyperemia  in,  106 

drainage  in,   106 
x-ray  in,  99,  101 
Displacement    in    fractures,    79 

of  spine,  86 
Division  of  fees,  28 
Doyen    fraise    for    fractures    of 

the  skull,  84 
Drainage,  59,   61 

in  abdominal    operations,    166 

in  abscess,   56,   61 

in  affections  of  hands,   103 

in  appendicitis,  189 

in  dislocations   of   wrist,    106 

in  fractures,  compound,   61 

open,  8*2 

in  peritonitis,   196 
in  wounds,   48 

clean,  59 

contused,  60 

lacerated,  60 

of  foot,  109 
of  joints,  76 

through-and-through,    76 
packing  in,   60 
rubber-tubing  for,   59 
time  of,  59 
Dressings,   62-64  ^ 

acetate  of  aluminum  on,  63 

alcohol  pack  for,  63 

antiseptics   in,   63 

cotton  for,  62 

dry,  62 

for  clean  wounds,   62 

frequency   of,   64 

gauze  for,  62 

in  burns,   51 

in  fractures  of   pelvis,   90 

of  ribs,   88 
in  frost-bites,   53 
moist,   64 
ointment  for,  64 


Dressings — cont'd. 

removal  of,  163,  164 

rules  for,  264 

wet,  62,  64 

Duodenum,  ulcers  of,   171 
Dupuytren's    contraction,    105 
Dyspepsia,  nervous,    171,   178 
Dysphagia,  146 
Dyspnea,   146,  262 


Ear,    foreign    body    in   the,    136, 
137 

surgery  of  the,  136,  137 

wax  in  the,   137 
Eczema  of  foot,   110 
Education,   medical,   9 

surgical,    9 
Effusions     into     pleural     cavity, 

156 
Ehrlich's  "606"  in  syphilis,  65, 

66 
Elbow,    dislocations    of    the,    98 

fractures   of  the,   90 

passive  motion  in,  91 
Electric     stimulation     in     shock, 

45 

Embolic   gangrene,   58 
Embolism  of  arteries,  122 
Emphysema,    cellular,    146,    149 

surgical,  155 

Empyema  of  antrum,   137 
Epididymitis,  223,  228 
Epilepsy  from   syphilis,   68 

nocturnal,  142  * 
Epiphyseal    fractures,    82 
Epithelioma  of  the  face,   131 
Epulis,  fibrous,  140 
Erysipelas  of  the  face,  132 
Esophagus,     foreign     bodies     in 
the,  144 

surgery  of,  149 
Ether  for  anesthesia,  37 

for  burns,  51 
Ethics   in  surgery,  25,  26 
Ethyl  chlorid  for  anesthesia,  40 
Examination  of  abdomen,  164 

of  prisoners,  18 

per  vaginam,   17 

physical,   15 

record  of,  15 
Exophthalmic  goitre,    152 
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Eye,    foreign    body    in   the,    134, 

135 
surgery  of  the,  134,  136 


Face,  epithelioma  of  the,  131 
erysipelas  of  the,   132 
lupus  of  the,  131 
neck    flaps    for    repairing    de- 
fects of  the,  132 
sebaceous    cysts   of   the,    131 
sinus  OR  the,   131 
surgery  of  the,  131,  132 
ulcers  of  the,   131 
Fasting,     avoid,     in     weak     and 

broken-down,    17 
Fat-embolism    in   fractures,    78 
Fees,  division  of,  28 

for  family     physician     in     re- 
ferring cases,  29 
for  poor  and  for  rich,  27,  281 
in  regard  to,  27 
Felon  of  hand,  102 
Femoral  abscess,  57 
Femur,  fracture  of  the,  93,  94 
Fibrous  epulis,  140 
Finsen    light    for    lupus    of    the 

face,   131 
Fissures  of  rectum,  236 

of  tongue,   142 
Fistula,  branchial,   147 
gall-bladder,  182 
median    cervical,    147 
of  rectum,   236 
rectovaginal,   215 
salivary,   144 
vesicovaginal,  215,  216 
Flaps   in   amputations,    116,    117 
for    repairing    defects    of    the 

face,   132 

Flat-foot,   108,   109 
Foot,  amputations  of,  119 
dislocations  of,   108 
eczema  of,    110 
syphilis  of,    111 
ulcers  of,  110 
wounds  of,   109 

antitetanic   serum   for,    109 
drainage  of,   109 

Forearm   bones,   fracture   of,   92, 
93 


Forearm  bones — cont'd. 

dislocations,  106 
Fractures,   78,  97 

anesthesia   in,   80 

asepsis  in,  79 

bandaging  in,  81 

Colles',   92,  93,   106 

crepitus  in,  80 

dislocations    complicating,    80 

displacements  in,   79 

drainage  in  open,  82 

epiphyseal,  82 

fat-embolism  in,   78 

gunshot,   83 

ischemic   paratysis    in,    81 

massage  in,  83* 

mixed   vaccines   in,   82 

morphin  after,   78 

of  acromion  of  scapula,  90 

of  clavicle,  90 

of  elbow,   91 

of  femur,  93,  94 

of  forearm  bones,  92,  93 

of  humerus,  90,  91 

of  larynx,  86 

of  leg,   95 

Pott's,   95 

of  long  bones  in  children,  81 
of  lower  jaw,  85,  86 
of  nose,  85 
of  olecranon,   91 
of  patella,   94 
of  pelvis,  89,  90 
of  ribs,  88,  89,   155 
of  shoulder  and  arm,  90,  91 
of  skull,  83,  84,  128 
of  spine,  86,  87 
padding  in,  81 
passive  motion   in,  82 
plaster  of  Paris  in,  81 
pseudocrepitus  in,   80 
traction  in,  78 
use  of  plaster  in,  95-97 

of  plates  in,   79 
Volkmann's  contracture  in,  81 
x-ray  in,  79 
Frost-bites,  52,  53 
cold  for,  53 
dressings  in,  53 
gangrene  from,  53 
prognosis  in,  53 
Furuncles  of  the  scalp,  127 
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G 

G-all-bladder    diseases,    171,    178, 
179 

fistula,  182 

tumor,   179 
Gallstone  disease,   170,   178,   179, 

180 
Gangrene,  57,  58 

after  frost-bites,  53 

after   local   anesthesia,   41 

amputation   for,  58 

arteriosclerotic,    58 
amputation   for,    118 

due  to  bacteria,  57 

to  malignant  edema,  58 

from  alcoholic  pack,  63 

from  paring  corns,    111 

from  strangulated   hernia,   210 

moist,  57 

simple  embolic,  58 
Gaseous     distention     of     bowels, 
168 

phlegmon,  58 
Gastroenterostomy,    174 
Gastrojejunostomy,    174,    175 
Gastroptosis,    171 
Gastrostomy,    150,    176,    177 
Gauze  for  dressings,  62 
Genitourinary    surgery,    222-234 
Glands,  surgery  of  the,  148 

syphilis  of  the,  148 

tubercular,   148 
Glass    arm    of    baseball    players, 

107 

Glaucoma,   135,   136 
Gleet,  222,  223 
Glenard's  disease,   171,  232 
Gluteal   abscess,   57 
Goitre,    151-154 

cystic,    152 

exophathalmic,    152 

anesthesia  in,   152 
Gonorrhea,  222,  226 

in  the  female,  215 
Gonorrheal     conjunctivitis,     134, 

136 

Gullet,  foreign  body  in  the,   149 
Gummata  in  syphilis,  67 

of  leg,    113 

of  scalp,   127 

of  testes,   228 
Gunshot  fractures,  83 


Gunshot — cont'd. 
wounds,   48' 

of  abdomen,   166 
of  brain,   129 
^of  chest,   155 
Gynecologic   surgery,   213,   221 


II 


Hallux  valgus,  111 

Hand,  amputations  of,   116 

contractures        of,        non-trau- 
matic,  105 
dislocations  of,   101 
felon    of,    102 
infections     of,     anesthesia     in, 

103 

drainage  in,  103 
lymphatic,    103 
tetanus  in,   103 
removal  of  needle  from,  102 
Harelip,   138 
Head,    cerebral    abscess    of    the, 

128 

shaving  of  the,  126 
sinuses  of  the,  127 
surgery  of  the,  126-144 
bacterins   after,    128 
urotropin   after,    ]  28 
wrounds  of  the,  contused,   126 

lacerated,    126 

Heart,  sewing  up  wounds  in,  158 
Hemarthrus,   77 

Hematoma     of     the     septum     in 

fracture  of  the  nose,  85 

Hemorrhage     after     removal     of 

tonsils,    141 

from   abdominal   cavity,    166 
in  fractures  of  the  pelvis,  89 
in  operations  on  skull,  129 

on  thyroid  gland,   153 
in  shock,  hidden,  45 
of  arteries,    124 
postoperative,        in        stomach 

wounds,    175 
stomach,   173 
Hemorrhoids,    236 
Hernia,  202-212 

after   laparotomy,    169 
causes  of,  203 
cerebri,   130 
femoral,   209 
from  peritonitis,"  194 
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Hernia — cont'd. 

inguinal,  203,  206 

inoperable,  204 

of  cecum,  209 

of  linea  alba,   205 

of  sigmoid,  209 

of  testes,   228 

operation  for,  207 

postoperative,  204,  205 

strangulated,    210 

taxis  in,  202 

truss  for,  203,  207 

umbilical,  203,  204,  205 

ventral,  204 

Hilton's   method   in    abscess,    55, 
146 

"Rest  and  Pain,"  12 
Hip,   amputations   at,   118 

dislocations  of,   100 
Hodgen   splints   for   fractures   of 

the  femur,  94 
Humerus,  dislocations  of,  98 

fractures  of,  90,  91 
Hutchinson  teeth  in  syphilis,  66 
Hydatid  cysts,  179 

of  the  liver,  183 
Hydrocele  of  cord,  206,  210,  227 
Hyperemia  in  abscess,  57 
Hyperthyroidism,    153,    154 
Hypertrophy  of  breast,  159 
Hysterical  joint,  76 


I 


Icterus,   165 
Idiopathic  iritis,   135 
Incisions  in   abscesses^   56 
Incontinence  of  urine,  229 
Infections    of   bones    and    joints, 
71 

of  sinuses,  77 
Infiltration          anesthesia, 

Schleich's,  42, 

Inflamed  chalazion,  134,  135 
Insufflation   anesthesia    in    intra- 
thoracic   affections,    158" 
Intestinal    obstruction,     172 
Intestines,   suturing  of,    172 
Intracranial  abscess,   137 

neoplasms,   128 

pressure,    130 
Intravenous   anesthesia,  43 


Intussusception,   191,   192,   195 

chronic,   191 
lodin,  use  of,  before  operations 

33 

Iritis,  acute,  136 
idiopathic,  135 
syphilitic,  135 

congenital,  66 
Ischemic   paralysis   in    fractures, 


Jaw,    dislocations   of,    101 
fractures  of  lower,  85,  86 
anesthesia  in,  85 
bandaging  in,   86 
vaccines  in,  86 
Joint  abscess,  53 
ankylosis  of,  76 
drainage   of,    76 
fluid  in  a,  72 
hysterical,   76 
sinuses  near  a,  76 
swelling,  chronic,  72 
syphilis  of,  77 
tuberculous  disease  of,   73 

K 

Kidney,  floating,  231 
movable,  231 
surgery  of,  231-234 
tuberculosis  of,  231 


Lactation  abscess,  158 
Laparotomy,    after-treatment    of, 

169 

in   penetrating  wounds   of   ab- 
domen,  49 
Larynx,   foreign   bodies   in,    146 

fractures  of  the,   86 
Leg,   amputations   of,    118,    119 
fractures  of  the,  95 

Potts',  95 
gummata  on,  113 
ulcers  of,  113,  114 
Leucoplakia  of  tongue,   142 
Ligation  of  arteries,  123,  124 

of  neck,  145 
Linea  alba,  hernia  of,  205 
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Liver  abscess,   183 

and      bile-tract,      surgery      of, 

178-184 

cancer  of  the,  18*2 
cirrhosis  of  the,    199 
hydatid  cysts  of  the,  183 
rupture  of  the,   183 
Local  anesthesia,  40 

adrenalin  chlorid  for,  41 
cocain  for,  41 
ethyl  chlorid  for,  40 
gangrene   after,   41 
novocain  for,  41 
Ludwig's   angina,   54,    139,    140 
Lupus  of  the  face,  131 
Lymphadenitis,  chronic,   148 
Lymph-glands,     tuberculosis     of, 
148 


M 


McBurney's  point,    187,    188 

Malignering,  diagnosis  of,   17 

Malpractice,   suits  for,   25,   26 

Mammary  abscess,   158 

Marriage  in   syphilis,   66 

Massage  in  fractures,  82 

Mastoiditis,   137 

Matas'     method     for     aneurysm, 
121 

Mechanical  rest,    11 
unrest,    1 1 

Medical  education,  9 

Medicolegal   society,  25 

Membership   in   societies,    17 

Meningitis    in    fractures    of    the 
skull,    84 

Menstruation,      operations      dur- 
ing,  33 

Mercury,     in     intracranial     neo- 
plasm,  128 
in  syphilis,  65,  67 
of  the  mouth,   139 

Metastatic  abscesses,  55 

after    suppuration    in    bones 
and  joints,   70 

Methylene    blue,    use    of,     in    a 
sinus,   57 

Minor  surgery  in  office,  21,  22 

Moist  dressings,  64 
gangrene,   57 

Morphin   after  fractures,   78 
'for  anesthesia,  36,  37 


Morphin — cont'd. 

for  burns,   50 

prescribing,    16 
Mortality,  effect  of  high,  in  sun 

gery,  19 
Mouth,  abscess  of  the,   144 

cancer  of  the,  138,  140 

sarcoma  of  the,  140 

surgery  of  the,  138*,  144 

syphilis  of  the,  139 

ulcers  of  the,  140 
Murphy  button,  174 


N 


Nasal  polypi,  133 

Neck,  abscess  in  the,   146 
bursse  of  the,    147 
carcinoma   of  the,    148 
cysts  in  the,   147 
ligation  of  arteries  of  the,  145 
stab  wounds  in  the,  145 
surgery  of  the,   145-154 
suturing  in  the,   145 
swellings  in  the,   147 

Necrosis  of  bone.  71 

Needle,    removal   of,    from   hand, 
102 

Neoplasm,   intracranial,    128 

Nephritis,   232 

Nephroptosis,  231 

Nerve-blocking  in  anesthesia,  42 

Nervous    dyspepsia,    171,    178 

Nitrous  oxid  and  oxygen  for  an- 
esthesia,   39 

Noma,    132 

Nose,   foreign  body  in  the,   133 
fracture  of  the,  85 
surgery  of  the,  132,  133 
syphilitic  ulcer  qf  the,   132 

Nosebleed,    132,    133 

Novocain  for  local  anesthesia,  41 

0 

Obstruction,    intestinal,    163 

of  the  bowel,   164 
Office,  minor  surgery  in  the,  21, 

22 
Ointments  for  burns,   51 

for  dressings,  64 
Olecranon,  fracture  of,  91 
Operating-room,  31 
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Operating-room — cont'd, 
floor  of,  32 
furniture  in,  31 
visitors  in,  31,  32 
walls  of,  31 
Operations,    accidents    following, 

23,   24 

death  following,  23,  24 
during  menstruation,   33 
fees  for,  27 
for  fracture  of  the  femur,  93 

of  the  spine,   86,  87 
preparation    for,    31 
of  patients,   32 
of  surgeons    and    assistants, 

33 

rooms  for,  31 
sleep  before,  33 
time  for,   32 

Ophthalmia  neonatorum,    134 
Opium  in  delirium  tremens,  17 
Orchitis,  228 
Osteomyelitis,   acute,   70 
chronic,    71 
in  children,  71 
Otitis  media,   128,  136,   137 

syphilitic,  66,    138 
Ovarian  cyst,  219 


Padding  in  fractures,  81 
Pain,  12 

in  burns,  50 

rest  in  relieving,  12 
Palate,   syphilis  of,   143 

tuberculosis  of,   141 
Palmar  abscess,  56,   104 
Palpation   of   abdomen,   199 
Pancreas,  cancer  of  the,  180 
Pancreatic  tumors,   165 
Paracentesis  abdominis,  199,  200 
Paralysis,  deltoid,  107 

in  fractures  of  spine,  87 

ischemic,  in  fractures,  81 
Parotid    gland,    tumors    of    the, 

148 

Parotitis,   131 

Patella,   fractures  of  the,  94 
Pathology,   study  of,    13 
Patients,      preparation     of,      for 

operation,  32 
Pelvis,  fractures  of  the,  89,  90 


Perinephric  abscess,   188,  232 
Perineum,  operation  on,  214 

torn,  214 

Periostitis,  acute,   72 
Peritonitis,    192-198 
anesthesia   in,    193 
caused  by  appendicitis,  185 
diagnosis  of,   194 
diffuse,  192 
drainage  in,  196 
Peritonsillar    abscess,    143 
Phalanx,     amputations    through, 

116 
Pharynx,  foreign  bodies  in,   144, 

146,   149 
surgery  of,  149 
Phlegmon,  gaseous,  58 

woody,  142 

Physical  examination,  15 
Physiological  rest,    11 

unrest,  12 
Pirquet,   von,   test   in   osteomvel- 

itis,  71 
Plaster,  use  of,  in  fractures,  81, 

95,  97 

Plates  in  fractures,  79 
Pneumonia,       postoperative,      in 
abdominal  surgery,   167; 
177 

in  anesthesia,   38 
Pneumothorax,    156 

in  fractures  of  ribs,  88 
Polypi,  aural,   137 
nasal,    133 
rectal,  235 

Postanesthetic   vomiting,   40 
Postoperative       hemorrhage       in 

stomach  wounds,   175 
pneumonia    in    abdominal    sur- 
gery,   167,    177 
in  anesthesia,  38 
prevention  of,   263 
treatment,  260,  263 

acute   dilatation   of   stomach 

in,  262 

bowel  movement  in,  263 
changing     position     of     pa- 
tient in,  262 
dyspnea   in,   262 
in    abdominal    surgery,    167, 

169 

liquids  and  nourishment  in, 
261 
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Postoperative  treatment — cont'd. 
pain  and  restlessness  in,  261 
position  of  body  in,  261 

of  patient  in,  260 
prevention    of    postoperative  % 

pneumonia   in,  263 
proctoclysis  in,  260 
pulse   in,   261 
respiration  in,  262 
soiled  dressings   in,   262 
sweating  in,  261 
temperature   in,   262 
urine   in,   263 
use  of  rectal  tube  in,  263 
Potassium    iodid    in    intracranial 

neoplasms,    128 
in  syphilis,   67 
Pott's    disease    of   the    spine,    74, 

164,   165 

fracture  of  the  leg,  95 
Practice  of  surgery,   15 
Preoperative      treatment,      257- 

260   . 

general,  257 
regional,   258 

Preparation   for   operation,    31 
of  clothing,  33,  34 
of  hands,  34 
of  mouth,  32 
of  patients,  32 
of  surgeons    and    assistants, 

33 

Prisoners,  examination  of,  181 
Probing  a  sinus,  56 

in  fresh  wounds,  49 
Proctoclysis,   197,  260 
Prognosis  in  burns,  52 

in    fracture    of    the    spine,    86, 

87 

in  frost-bites,  53 
making  a,  22 
Prolapse  of  rectum,  235 
Promises,   making  of,  22 
Prostatic   abscess,    226 
Psoas  abscess,  209 
Psychic  element  in  treatment,  18 
Pulled  elbow,    106      , 
Purging   after    abdominal    opera- 
tions,  168 

avoidance    of,    the   day    of    op- 
eration,  17 
for  .operations,  32 


Purging — cont'd. 

in  abdominal    operations,    163, 
164 

in  appendicitis,   185,   187 
Pus  in  an  abscess,  54 

in  wounds,  49 
Pyema  in  an  abscess,  55 
Pyloric   spasm,    171 
Pyorrhea   alveolaris,    139 
Pyosalpinx,   218 


Q 


Qualifications  of  surgeons,  10 


R. 


Rabies  from  wounds,  47 
Records     of     physical     examina- 
tion, 15 

patient's,   264 
Rectal  fissures,  236 

fistula,   236 

polypi,  235 

surgery,  235,  238 

ulcers,   236 

Rectum,    carcinoma   of   the,   237, 
238 

foreign  body  in  the,  235 

prolapse  of  the,  235 

stricture  of  the,  237 
Renal   abscess,    166 

colic,  233 

tumors,  165,  179,  233,  234 
Responsibility   of   operations,    18 
Rest,   11 

in  relieving  pain,   12 

in  tuberculosis    of    bones    and 
joints,  73,  74. 

mechanical,  11 

physiological,    11 

secured  by  drugs  harmful,  12 

surgeon's  knife  means   of  giv- 
ing,   12 
Retention    of    urine,    hysterical, 

230 

in  fractures  of  the  spine,  87 
Retropharyngeal     abscess,      144, 

146 

Rhagadic  scars  in   syphilis,  66 
Rheumatism,    acute,    70 
Ribs,  fractures  of,  S8,  39,  155 
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Rickets,  70 

Rooms  for   operations,   31 

S 

Saline  for  burns,  50 

in  hemorrhage  of  arteries,  125 

in  peritonitis,  197 

in  shock,  45 
Salivary  calculus,   143 

fistula,   144 

gland  tumors,   148 
Salpingitis,  213 
Salvarsan  in  leucoplakia,   142 
Salves  for  burns,  51 
Sarcoma  of  lower  limbs,   114 

of  mouth,  140 

of  testicle,   228 

Scalp,    cystic    swellings    of    the, 
127 

furuncles  of  the,   127 

gummata   of  the,    127 
Scapula,    fractures    of   the,    90 
Scars  in  burns,  52 
Schleich's     infiltration     anesthe- 
sia,  42 

Science  and  surgery,  252-256 
Scientific    contributions   to   liter- 
ature,   239-251 

study  of  a  case,  20 
Septum,  deflected,  133 
Shaving  for  amputations,  248 

for  operations  on  trunk,   258 

of  head,   126 

the  operative  field,   258 
Shock,  44,  46 

adrenalin  in,  45 

artificial  respiration  in,  45 

blood  examination  in,  45 

delayed,   45,    124 

electric  stimulation  in,  45 

fear  as  cause  of,  44 

hidden  hemorrhage  in,  45,  124 

in  anesthesia,    36 

in  burns,  50 

in  operations  on  brain,  129 
on  thyroid  gland,  153 

saline  in,  45 

treatment  of,  260 

use  of  drugs  in,  45 

warmth  in,  45 

Shoulder,    fractures    of    the,    90, 
91 


Shoulder-joint  disease,  75 
Sinus,  56 

injection  of  a,  77 

near  a  joint,  76 

of  the  head,  127' 

on  the  face,   131 

operation  on  a,  77 

probing  a,   56 

use    of    methylene    blue    in    a, 
57 

x-ray  of  a,   77 
Skin-grafting   for    ulcers   of    leg, 

in  burns,  52 
in  wounds,  49,   50 
Skull,   fractures   of  the,    83,    84, 

128 
hemorrhage    in    operations    on 

the,    129 
shock    in    operations    on    the, 

129 
Sluder's    method    of    removal    of 

tonsils,  141 

Societies,   membership   in,    17 
Specialists     in     surgery,     expert, 

20 

Spinal  analgesia,   41,  42 
puncture        for        intracranial 

pressure,    130 
Spine,   dislocations   of,   99 

fractures  of,  86,  87 
Spirochaeta  pallida,   67 
Splints,      coaptation,     for     frac- 
tures of  the  femur,  94 
Hodgen,    for    fractures    of   the 

femur,  94 
Sprained  ankle,   111 

wrist,  106 

Stomach     and     duodenum,     sur- 
gery of,  170-177 
carcinoma  of  the,   170,  171 
hemorrhage  of  the,   173 
ulcers  of  the,  171,  174 
Strangulated   hernia,    210 
Strictures,  225 
esophageal,    150 
of  rectum,  237 
Study,   13 

of  pathology,  13 
Stye,   134 

Success   in   surgery,    19 
Suppuration,   subperiosteal,   71 
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Surgeons,      diagnosis      necessary 
for,  11 

preparation  of,  for  operations, 
33 

qualifications   of,    10 

visiting,  14 
Surgical  education,  9 
Suturing     in     abdominal     opera- 
tions, 167 

in  amputations,    119 

in  the  neck,   145 

of  arteries,    122 

of  intestines,    172 
Syphilis,  65-68 

alcohol  in,   66 

cachexia   in,   68 

congenital,  66,  67 

diagnosis   of,   65,   66 

Ehrlich's  "606"  in,   65,   66 

epilepsy  from,  68" 

gummata  in,  67 

Hutchinson  teeth  in,  66 

marriage  in,  66 

mercurials   in,   65,   67 

of  foot,   111 

of  joints,  77 

of  mouth,   138 

of  palate,   143 

of  tibia,   112 

of  tongue,  142 

potassium  iodid  in,  67 

primary,  65 

rhagadic   scars  in,  66 

secondary,   65 

tertiary,  67 

testes   in,  68 

Wassermann  test   in,    65 
Syphilitic  cirrhosis,    182 

glands,    148 

iritis,   66,   135 

otitis   media,   66,    138 

ulcer  of  nose,  132 


Talipes  equinus,  108 
Tarsus,  tuberculosis  of,   112 
Taxis  in  hernia,  202 
Teaching    of    surgery    to    pupils, 

19 

Tenderness  of  abdomen,   164 
Tendo   Achillis,   rupture   of,    112 


Testes,  gumma  of,  228 
hernia  of,  228 
surgery  of,  226-229 
syphilis  of,   68 
Tesicle,  sarcoma  of  the,  228 
tuberculosis  of  the, '228 
undescended,  226,   227,  228 
Tetanus    from    infections    of    the 

hand,    103 
from  wounds,  47 
Tetany  in  operations  on  thyroid 

gland,   153 
Thigh,  abscess  in  the,  57,  114 

bandaging  of  the,  115 
Thomas  splint  in  tuberculosis  of 

bones   and  joints,  75 
Thoracotomy,    157 
Thorax,  surgery  of  the,   155-162 
Throat,  cut,  145,  146 
Thrombophlebitis,    113 
Thumb,  dislocations  of,   99 
Thyroglossal   duct,   cysts   of  the, 

147 
Thyroid     gland,     operations     on, 

152,  153 

Tibia,  syphilis  of,  112 
Tongue,    acute    swelling    of    the, 

141 

carcinoma  of  the,  142 
fissure  of  the,  142 
leucoplakia  of  the,  142 
syphilis  of  the,    142 
tuberculosis  of  the,  141 
Tonsils,  removal  of,  141 
Torsion  of  the  cord,  210,  227 
Trachea,    foreign    body    in    the, 

146 

surgery  of  the,  150,  151 
Tracheotomy,  150,  151 
Trephining    in    fractures    of    the 

skull,    8'3 

Treponema   pallidum,  67 
Truss  for  hernia,   203,  207 
Tubercular  bursae,  69 

glands,   148 
Tuberculin  for  hmus  of  the  face, 

131 
in  bone  and  joint  tuberculosis, 

74 
Tuberculosis 

of  bones  and  joints,  73,  74 

of  tarsus,  112 
of  kidney,   231 
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Tuberculosis — con  fd. 

of  lymph-glands,    148 

of  palate,   141 

of  tendon-sheaths,    105 

of  testieje,  228 

of  tongue,   141 

Tuberculous  disease  of  joints,  73 
Tumors,  abdominal,  166 

gall-bladder,    179 

of  breast,   159 

of  parotid  gland,   148 

pancreatic,  165 

renal,  165,  179,  233,  234 

salivary  gland,   148 

U 

Ulcers  of  duodenum,  171 

of  face,   131 

of  foot,   110 

of  legs,   113,   114 

of  mouth,   140 

of  nose,  syphilitic,   132 

of  rectum,   236 

of  stomach,  171,  174 
Ureteral  implantation,  234 
Urethra,    catheterization   of,    215 

torn,   in  fractures   of  the  pel- 
vis, 89 

Urethral  caruncles,  215 
Urethritis,  215 

simple,   222 

Urination,  frequency  of,  165 
Urine,  incontinence  of,  229 

retention  of,  hysterical,  230 
in    fractures    of    the    pelvis, 

89 

of  the  spine,  87 
Uronephrosis,   179 
Urotropin     after     operations     on 
liver  and  bile-tract,   182 

after  surgery  of  the  head,  128 

in  fractures  of  the  skull,  84 
Uterus,  carcinoma  of  the,   216 


V 


Vaccines   in   fractures,    82 
of  the  lower  jaw,  8*6 
in  pyorrhea  alveolaris,   139 
Varicose   veins,    125 
Vascular  surgery,   121-125 


Veins,  surgery  of,  125 

varicose,  125 
Venesection    in    fracture    of    the 

skull,    81 

Vicious   circle,    175 
Volkmann's  contractures  in  frac- 
tures,  81 
Volvulus,    195 
Vomiting,    continuous,    170 
from   anesthesia,   40 
in  hernia,  204 
strangulated,    212 

W 

Washing    hands    or    instruments 
for    benefit    of    patient, 
16 
Wassermann    test     in    cirrhosis, 

199 
in  intracranial       neoplasms, 

128 

in  osteomelitis,   71 
in  syphilis,   65,  223 
of  the  foot,    111 
of  the  mouth,    139 
in    syphilitic    ulcer    of    the 

nose,    132 

Water,  giving  plenty  of,   17 
Wax  in  the  ear,  137 
Witness  in  court,  surgeon  as,  26 
Woody  phlegmon,    142 
Wounds,   47-50 

antitetanic   serum    in,    47,    109 
clean,  drainage  of,  59 

dressings   for,   62 
contused,   48 

drainage   of,   61 
crushed,  48 
drainage  in,   48 
from  bites,  animal,  47 
dog,  47,  48 
snake,  47 

Fourth  of  July,  47 
gunshot,  48 

bullet  in,  49 
in  the  neck,  stab,  145 
incised.  48 
infected,  48 
lacerated,   48 

drainage  in,  61 
of  abdomen.    166 
laparotomy  in,  49 
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Wounds — cont'd. 

penetrating,  49 

of  bare  foot,  47 

of  bones  and  joints,   71 

of  brain,  gunshot,    129 

of  chest,   gunshot,    155 
penetrating,  49,   155 

of  foot,    109      . 

of  head,   contused,    126 
lacerated,    126 

probing  in  fresh,  49 

pus  in,   49 

rabies   from,   47 

skin-grafting,    in,   49,    155 

tetanus  from,  47 
Wrist,   dislocations  of,   105 

sprained,    106 


X-ray,     before     gallstone     opera- 
tions, 233 
for  foreign  bodies   in  the  eve, 

135 

in  dislocations,   99,    101 
in  esophageal  stricture,   150 
in  fractures,  79 

of  ribs,    155 
in  rodent  ulcer  or  epithelioma 

of  the  face,   131 
in  sarcoma  of  the  mouth,  140 
of  a  sinus,  77 


